er ml. 


of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


New! Aegerter and Kirkpatrick— 
ORTHOPEDIC DISEASES 


I 9 bX Aging and diseases of the aged 
uly Measuring physical fitness 


Physiology — Pathology — Radiology 


A pathologist and a radiologist have teamed up to bring you 
one of the most useful expositions of musculoskeletal disease 
ever to appear in print. In a writing style that is clear, 
interesting and provocative, the authors give yeu a rare in- 
sight into the mechanisms of bone disease. They describe and 
illustrate the nature and evolution of pathologic change in 
such a clear manner that your problems of diagnosis in ortho- 
pedie disorders are greatly simplified. 


You'll find a brief review of the anatomy and physiology of 
bone tissue. Then follows an outline of the fundamentals of 
musculoskeletal radiology. The bulk of the book delineates 
in detail each of the various skeletal diseases under these 
points: Clinical Manifestations—Radiographic and Labora- 
tory Findings—Prognosis. 


=———USE HANDY SAUNDERS ORDER FORM ON PAGE 106———~> 


Here are but a few of the many diseases and disorders you'll 
find discussed: 


Achondroplasia — Osteopetrosis — Fibrous Dysplasia — 
Hand-Schiiller-Christian Disease — Rickets — Scurvy — 
Various Bone Cysts — Paget’s Disease —Giantism —Para- 
thyroid Adenoma — Supperative Osteomyelitis — Osteoid 
Ost — Chondrosarcoma — Ewing’s Tumor— Benign 
Synovioma — Various Connective Tissue Lesions. 


By ERNEST E. AEGERTER, M.D., Professor of Pathology and Director of 
the Department of Pathology, Temple University Medical Center and School 
of Medicine; Professor of Orthopedic Pathology, University of Pennsylvania 
Graduate School of Medicine; and JOHN A. KIRKPATRICK, JR., M.D., 
Radiologist, St. Christopher’s Hospital for Children; Assistant Professor of 
Radiology, Temple University Medical Center; Radiologist, Children’s Heart 
Hospital. 602 pages, 6%” x 9%”, with 354 illustrations. $12.50. NEW! 
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ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BuFrreriINn helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population." ) 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 


RES. 
ulamma 


_ probably the easiest-to-use x-ray table in its field 


SPINE 


know why? look .. . 
1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button housed in this _ 


That's all there is to it. No time, KV, or MA adjusting to do. an ht ' 
No charts to check, no calculations to make. cabinet 


obviously as ‘ini an x-ray investment as you make 


Modest cost 

Excellent value 

Prestige ‘look’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


diagnostic x-ray unit 
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693 Aging and the diagnosis and treatment of diseases 
of the aged. A panel discussion. 


Moderator: Otterbein Dressler, D.O., Detroit, 
Mich. Panel members: J. F. DePetris, 
D.O., Dallas, -Texas, Theodore C. Hobbs, 
D.O., Columbus, Ohio, H. Mayer Dubin, 
D.O., Rivera, Calif., Alexander. Levitt, 
D.O., Brooklyn, N.Y¥., J. Gordon Hatfield, — 
D.O., Los Angeles, Calif., and Don C. Lit- _ 
tlefield, D.O., Long Beach, Calif. 


702 Hermenal control of labor with relaxin and oxy- 
tocin. 
Lester Eisenberg, D.O.,M.Sc., Philadelphia, Pa. 


706 Roentgen examination of the distal esophagus, 
stomach and duodenum. 
Herbert D. Feldheim, D.O., Kast Meadow, 
Long Island, N.Y 


- 713 Notes toward a history of kinesiology. Part ITT. 
Philip J. Rasch, Ph.D., Los Angeles, Calif. 


716 The electrocardiograph, Physiologic principles and i. 
clinical applications. a 
Anne Rumsey, D.O., Los Angeles, Calif. 


721 The postphlebitic syndrome. 
Walter E. Mattocks, D.O., Long Beach, Calif. 


724 Pulmonary: fungus infections. 
George E. Himes, D.O., Flint, Mich. 


728 Case report 
; Cardiac arrest and its sequelae. 
Albert S. Retbstein, D.O., Philadelphia, Pa., 
Alexander Price, A:B., D.O., Camden, N.J., 
and Thomas Francis A. Powell, A.B., D.O., 
Philadelphia,. Pa. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC AssociA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JOURNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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in a new dosage form... 
to simplify treatment 
of anxiety states 


Repetabs 


perphenazine 


Availability of TRILAFON REPETABS now makes it easier to achieve smooth and 
sustained control in anxious, tense or psychoneurotic patients. Each 8 mg. 
REPETAB provides a full 4 mg. of TRILAFON for rapid onset of relief plus a second, 
timed 4 mg. dose for prolonged all-day benefits. 

No need for the agitated patient to be concerned about complicated dosage directions. 
‘Just one TRILAFON REPETAB in the morning and another in the evening will carry 
the average patient through a full day and night. 


TRILAFON® REPETABS®—8 mg., bottles of 30 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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FOR THE FIRST TIME 


a truly aqueous ONE-VIAL preparation 
FOR SAFE ANTI-INFLAMMATORY THERAPY 


The expanding needs for anti-inflammatory action virtually free of side 
effects can now be satisfied with CHY MAR Aqueous. CHYMAR Aqueous 
quickly abolishes—and prevents—inflammation of all types. It dissipates 
inflammatory swelling, with an ensuing improvement of local circulation, 
reduction of pain, and promotion of healing. Combining Chymar Aqueous 
with antibiotics is indicated in the treatment of infected wounds and in the 
prophylaxis of lesions prone to infection. 


CHYMAR Aqueous is crystallized chymo- 
trypsin in sodium chloride injection for intra- C HYMA | 4 
muscular administration. In 5 cc. multiple GULOUA 


dose vials. Systemic Anti-inflammatory 
5000 Armour Units per milliliter. Stable for 
one year if refrigerated. 


aN THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


Journat A.O.A. 


4 


in angina pectoris 


new Peritrate with Nitroglycerin 


brand of pentaerythritol tetranitrate 


for immediate relief of the acute attack 
plus 


extended protection against subsequent episodes 


How overlap effect of Peritrate with Nitroglycerin 
extends coronary vasodilatation 


A sublingual, hypodermic-type tablet. Disintegrates completely in less than 5 seconds. 
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makes ‘cardi 


THE SANBORN model 300 VISETTE 


lectrocardiography no longer has to be limited to the office or laboratory. 
With the recently developed Sanborn Visette electrocardiograph, 
*cardiography can now be brought /o your patients, making this diagnostic 
technique a practical procedure in virtually any examination — whether at 
the patient’s home, in the hospital, in the clinic of an industrial plant, or in 
some other location. You — or your nurse — can pick up a Visette (complete 
with its electrodes, Redux paste and other accessories) as easily as your bag; 
its 18 pounds and brief-case size have made ECG portability a long-awaited 
$625 delivered, continental U.S.A. reality. And this true portability has been achieved without loss of accuracy 
or dependability. Modern electronics contributes greater reliability, as well 
as added convenience, to Visette design; transistors, special ruggedized 
tubes, printed wiring, pushbutton grounding, fully automatic amplifier 
stabilization between lead changes, “double-check” calibration signals — 
help assure continued accuracy after miles of Visette traveling “‘on call.” 
Ask your local Sanborn Branch Office or Service Agency man to show you 
— firsthand — this modern, portable ECG. See why the Visette is the only 
instrument that can add the advantage of ’cardiography to any of your 
examinations, so easily. 


SANBORN COMPANY 


MEDICAL DIVISION 
175 WYMAN ST., WALTHAM &54, MASS, 


The familiar Model 51 
Viso-Cardiette — in use 
today throughout the 
world —is available os 
always. This larger, 34 Ib. 
instrument is the “office 
standard” in thousands of 
practices. Price $785 del. 


Journar A.O.A. 
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when “h ay f ever’ 
complicates a t h a | 


Tedral is now also available as Tedral anti-H —'Tedral combined 
with the antihistaminic chlorpheniramine maleate. This convenient 
new companion to regular Tedral is indicated 


—when “hay fever” and nonseasonal upper respiratory allergies 
complicate bronchial asthma 


—when asthma patients are responsive to antihistaminic therapy. 


Tedral anti-H simultaneously relieves the congestion and constriction 
of asthma, provides mild relaxation, and alleviates the distress of 
upper respiratory allergies. Dosage: 1 or 2 tablets q.i.d. 


dral anti-H 


antiasthmatic | antihistaminic 


WARNER-CHILCOTT 
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the first concern 
in patient 
after patient 


Zactirin is a potent 
analgesic. It controls 
pain as effectively as 
does codeine, but its 
use is free from the 
well-known liabilities 
of codeine. 


2 Zactirin tablets are 
equivalent in analgesic 
potency to % grain of 
codeine plus 10 grains 
of acetylsalicylic acid. 


Zactirin is non-nar- 
cotic. 


Zactirin is effectively 
anti-inflammatory. 


Supplied in distinctive, 2-layer yel- 
low-and-green tablets, bottles of 48. 
Each tablet contains 715 mg. of 
ethoheptazine citrate and 325 mg. 
(5 grains) of acetylsalicylic acid. 


| * pain 
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- ™ without 
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Susceptibility factors play an important part in the occurrence and spread 
of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 
preparations. 


De S E I) CX: fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
SOLUTION continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 

DURING THE DAY — Desenex Powder (zincundecate) — 11 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 
PD-75 
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the NEW 


for 
nausea and vomiting 


motion sickness - inner-ear disturbances 


attacks basic causes centrally 
and peripherally 
contains both antiemetic 


Each Softab contains; 
Buclizine Hydrochloride... 50 mg. 
Vitamin By 10 mg. 
Scopolamine (Hyoscine) 
Atropine Sulfate .......0.05 mg. 
‘Hyoscyamine Sulfate . . .0.05 mg. 


Write for samples and literature 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


and antispasmodic 
longer acting—lower in ¢ost 


ru /PAT. PENDS 


of pregnancy 7 


pleasant-tasting Softab* 
nelts quickly in the mouth— : 
no water needed 
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“k itis” 
there’s pain 
and inflammation here... 
it could be mild or 
severe, acute or chronic, 


or even early 
‘rheumatoid arthritis 


more potent and comprehensive 
treatment than salicylate alone 
... assured anti-inflammatory 
effect of low-dosage corticosteroid ' 
... additive antirheumatic action 
of corticosteroid plus salicylate 7-5 
brings rapid pain relief; 
aids restoration of function 

more easily manageable corticosteroid dosage 
... much less likelihood of 
treatment-interrupting side effects '~* 


Composition 

METicorTEN® (prednisone) .. 0.75 mg. 
Acetylsalicylic acid .............. 325 meg. 
Aluminum 75 meg. 


Ascorbic.acid . 


Packaging: SiamaGeEn ® Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
-E. A. Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 

Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION + BLOOMFIELD, N. J. 
$ G-J-198 
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voids the colon 


propulsion facilitate 
for pregnant, postop 
patients, 
cases constipation 
vated anticholiner 
blocking 


STANDARD LABORATORIES, INC. 


and gentle 
flushing. Ideal 
geriatric 
effectiveness 


and ganglionic 


*Gasster, M.: Med. Times, to be published. 


Morris Plains, N. J. 
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‘STOOL SOFTENING. 
ALONE IS NOT ENOUGH 


| N@RMAL 
FREEWAY 
—— | 
JEEDED 


Map Copyright by Rand McNally & Co., RL No. 57S124 


Aquatyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


To serve your patients today —call your pharmacist for any 
additional information you may need to prescribe Aquaty]l. 
For prescription economy, prescribe in 60’s. 


IRWIN, NEISLER & CO. «+ DECATUR, ILLINOIS 


Journac A.O.A. 
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as the vaginal menstrual guard of choice... 


ut also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies— ReEGurar, JuNIOR— 
for varying requirements. 


Made of pure surgical absorbent cotton — readily | 
available and economical. | 


COMFORTABLE * CONVENIENT SAFE 


AOA—78 


| INCORPORATED «+ PALMER, MASS. 
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GITALIGIN 
STANDARDS 


For Controlled 
Cardiac Therapy 


Keuitworth, 


(White's brand of amorphous gitalin) 
FOR SAFE, SMOOTH, CONTROLLED CARDIAC THERAPY 


0.5 mg. (1 tablet) of Gitaligin is approximately equiva- - 


mann, G. R.: Texas J. M. $4:238 (May) 7 Batterman 
DeGra’ 


Unusually Wide Margin of Safety *-*— 
The average therapeutic dose of Gitaligin is 
only Ys the toxic dose, thus providing 

a margin of safety approximately twice as 

great as any other glycoside currently available. 


Medium Rate of Dissipation— 


rate of excretion between rapidly excreted 
digoxin and slowly excreted leaf or digitoxin. 


Complete Absorption— 
rapid and complete from gastrointestinal tract. 


Uniform Potency— 
constant from batch to batch. 


Give all your patients with cardiac 
decompensation the unique benefits of the 
“‘wide safety margin” cardiotonic— 


Supplied: 
Gitaligin 0.5 mg. tablets—bottles of 30 and 100. 
Gitaligin Injection Ampuls—2.5 mg. in 5 cc. sterile, 
1.V. solution. 

Gitaligin Drops with special calibrated dropper... 


Simple dosage equivalents: 


It is easy to switch patients who are being maintained 
on other digitalis preparations to Gitaligin by sub- 
stituting the equivalent daily maintenance dose of: 
Gitaligin listed below. 


lent to 0.1 Gm. (1% gr.) digitalis leaf, 0.5 mg. digoxin 
or 0.1 mg. digitoxin. 


1, Harris; R., and Dei Giacco, R, R.: Am. Heart J. en ees 1966, 
2. Weiss, A. P= Steigmann, F.: Am. d. M. Sc. 227:186 (Feb.) 1954. 
3. Dimitroff, S. P.; Griffith, C.: Thorner, M. C., and Watker, 
Aan, int. Med. 1189 (Dec.) 1983, 4. "M. R., 


ff, A. C., and Rose, 0. A.: Cireutation 5-201 
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—bactericidal 
against a wide variety 


of recalcitrant organisms 


—even against 


resistant staph! 


EW YORK ACADEMY OF SCIENCES 

_ reviewed in 35 papers by eminent investigators. For a com- i. 
copy of the complete proceedings, write to 
i & 
: 
| 
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FROM “TERMINAL” STATE TO COMPLETE RECOVERY 


in septicemia and pneumonia* 


A.B., a 1-year-old girl, had received chloramphenicol, erythro- ef 
mycin, penicillin, and bacitracin without effect, for septicemia 
and pneumonia due to Staphylococcus aureus. | 


KANTREX was started on the 18th day of her illness in a dosage | 
of 15 mg./Kg. a day for the first day, and 10 mg./Kg. for 25 1 i 
| 


days, in divided doses. Total dosage for the 26 days was 1.68 Gm. 


A “dramatic improvement” was noted immediately after 
KANTREX was started. Although the patient seemed “terminal” | 
before KANTREX was administered, she showed rapid improve- 
ment, and X-ray evidence of the disease gradually disappeared. | 
She was discharged “completely well.” No toxic reactions were | 
observed. | 


*E. M. Yow and O. Monzon, Dept. of Medicine, Baylor Univ. College of Medicine, Houston, Tex.: 
Personal communication. 
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‘stubborn 


Clinical studies show that many stub- 
born organisms resistant to chloram- 
phenicol, penicillin, streptomycin, eryth- 
romycin, chlortetracycline, tetracycline, 
oxytetracycline, oleandomycin, and no- 
vobiocin—singly or in combination—are 
sensitive to KANTREX. 


? 
“gn 
H 


KANTREX—an antibiotic derived 
from Streptomyces kanamyceticus 
—is bactericidal against a wide 
variety of Gram-positive and 
Gram-negative organisms, in- 
cluding strains of Micrococcus 
pyogenes var. aureus—the 

most notorious of the 

“resistant staph.” 
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Kanamyein Sulfate 


—for intramuscular us: 


“A THERAPEUTIC TRIUMPH” 


in staphylococcal endocarditis* 


L.B., an adult male, was diagnosed as having tricuspid endocarditis with 
multiple pulmonary septic infarcts, due to a penicillin-resistant Staphy- 
lococcus aureus hemolyticus. He was acutely ill and, after receiving 24 
million units of penicillin a day, plus 2 Gm. of erythromycin, continued 
a “striking downhill course.” 


Intramuscular kanamycin (KANTREX) was started at a dosage of 0.5 Gm. 
t.i.d. for 3 days, after which it was raised to 1.0 Gm. t.i.d. and continued 
for 5 weeks. Following this, the dosage was lowered to 0.5 Gm. t.i.d. for 
2 weeks. No evidence of any kind of kanamycin toxicity was observed 
during the 7144 weeks of therapy. 


A prompt temperature drop occurred by the fourth day of KANTREX 
therapy. Subsequently, X-rays showed resolution of the septic infarcts. 


The patient was discharged as recovered on 2/7/58, and a clinical follow- 
up since then showed him to be entirely well. This case was described by 
the investigator as “a therapeutic triumph.” 


*Sol Katz, District of Columbia General Hospital, Washington, D.C.: Personal communication. 
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Among the pathogenic organisms susceptible 
to KANTREX are various strains of Staph. 
aureus and albus, Proteus, A. aerogenes, 
Klebsiella pneumoniae, Salmonella, Shigella, 
E. coli, paracolobacterium, Pseudomonas and. 
enterococcus. 


Preliminary studies indicate that KANTREX 
is a promising agent against Mycobacterium 
tuberculosis, including streptomycin- and iso- 
niazid-resistant strains. 


Gm. 


Indications 

Indications for KANTREXx include infections due 
to kanamycin-susceptible organisms: © 
Respiratory infections: laryngitis, tracheitis, 
bronchitis, pneumonitis, broncho-pneumonia, 


lung abscess, pleuritis, empyema and 
bronchiectasis. 


Urinary tract infections: acute and chronic 
pyelonephritis, cystitis. 


Soft tissue infections: wound infections, abscesses, 
cellulitis, osteomyelitis, blood stream infections. 


Dosage 


Adults: Average daily intramuscular dose 1 to 2 
Gm. in 2 to 4 equally divided doses. 


Children: Average daily intramuscular dose 15 
to 30 mg. per Kg. in 2 to 4 equally divided doses. 


Precaution 


In the course of extensive clinical trials, signs of 
renal irritation and skin eruptions (which disap- 


peared on cessation of therapy) were occasionally 
noted. Signs of eighth nerve dysfunction — tinni- 
tus, vertigo and loss of hearing — were observed in 
a few patients. These patients were predomi- 
nantly over forty-five years of age; all had re- 
ceived 18 grams or more of KANTREXx. In this 
latter respect it would appear that KANTREXx has 
less toxic potential than streptomycin. 


Supply 
KANTREX is available in rubber-capped vials as 
a ready-to-use sterile aqueous solution in two 
concentrations (stable at room temperature 
indefinitely) : 
KANTREX (kanamycin sulfate) 0.5 Gm. 
in 2 ml. volume. 


KANTREX (kanamycin sulfate) 1.0 Gm. 
in 3 ml. volume. 


Also available: KANTREX (kanamycin sulfate) 
Capsules, 0.5 Gm. for preoperative bowel anti- 
sepsis; bottles of 20 and 100. 


Comprehensive literature available on request 


LABORATORIES INC.* SYRACUSE, NEW YORK 
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sustained release 
capsules 


Meprospan 


meprobamate Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 


1. Meprobamate is more widely prescribed than any 2. ° 
other tranquilizer. Source: Independent research sustained action f orm [M eprospan] pr oduced 
a more uniform and sustained action... 
2. Baird, H. W., I1l: A comparison of Meprospan 2 
(sustained action meprobamate capsule) with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. ” | 
Submitted for publication, 1958. reduced dosage.’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Pune res Literature and samples on request *WALLACE LABORATORIES, New Brunswick, N. J. 
©ME-7328 who discovered and introduced Miltown® 
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we of] ic er n | xc r STYRAMATE, ARMOUR 


2-hydroxy 2-phenwethyl carbamate 


an entirely new chemical structure 
... Unlike any other 
muscle relaxant currently available 


® consistently effective @ won’t cause drowsiness or dizziness 
e rapid onset of action ® produces no adverse psychic effects 
e long acting: no fleeting effects even on prolonged administration 
© well tolerated by the G.I. tract e effective in low dosage 
Journat A.O.A. 


“with muscle relaxants 
ALMOST WORK. ; 
LONG ENOUGH 


Questions that immediately 
come to mind on this 
new skeletal muscle relaxant 


Why another skeletal muscle relaxant? 


There are already many muscle relaxants available . . . those that are incon- 
sistent in effect (like the newer muscle relaxants); those that are effective, 
but too fleeting in action (like mephenesin). And, adverse side effects occur 
with all types. 

Sinaxar fills a specific need for a new, dependable muscle relaxant that is 
consistently effective . . . acts long enough to do some good . . . is well toler- 
ated ... causes no adverse physical or psychologic effects. Thus, Sinaxar 
represents important progress in the treatment of various conditions involv- 
ing skeletal muscle spasm. 


How dependable and effective is Sinaxar? 


In preliminary studies of patients with various muscle aches, pains and 
stiffness . . . good to excellent results were consistently obtained in a majority 
of individuals. And these results were achieved on the low dosage of one or 
two 200 mg. tablets three times a day. 


How long does it act? 


Sinaxar doesn’t just act a little longer than mephenesin, which works only 
for an hour or two. Sinaxar exerts its effects for as long as 6 hours after a 
single dose. Thus with a q.id. schedule, administration does not produce 
intermittent action but continuous effects throughout the entire day or night. 


What about side actions and toxicity? 


For the first time it is possible to give truly effective doses of a skeletal 
muscle relaxant without producing adverse side reactions. With Sinaxar, 
gastrointestinal disturbances are minimized. It has not caused drowsiness 
or dizziness, nor has it produced depression or excitation. No untoward 
effects have been noted in liver, bone marrow or kidney function tests. 
There are no known contraindications. 


INDICATIONS: DOSAGE: 
Any condition involving skeletal muscle spasm, One or two tablets three times daily. 


as in low back ache, muscle strains and pains, 
stiff neck, muscular rheumatism, frozen shoulder, 


SUPPLIED: 


arthritis, bursitis. 200 mg. tablets, in bottles of 50. 
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A THE ARMOUR LABORATORIES 
- A DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS 
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built in, each Truform appliance. 


& 
effective 
FIXATION 
Ser: 
Anatomically correct . . . therapeutically 
sound . . . these principles are designed in, and 
} 


Effective support or effective fixation .. . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because... 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 
Appliance Dealer 


Very rigid support and truly ef. 
fective fixation of the lower 


spine is assured by the high 
solid back . . . well-boned 
and with removable semi- 
rigid stays in casings. 
Sacro-Lumbar Support 
Model 1165-HS, compar- 
able model for men 
441-HS. 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 


THERAPEUTIC 
HOSE 


BACK SUPPORTS 


Many other types . 
many models... 
for your cop of 

‘The Red Book. 


20 Journat A.O.A, 
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The American Dector—scientist and guardian of 
our nation’s health. With skill, understandin 

and selflessness, he devotes his life to our physi- 
cal and mental needs. 


Vor. 57, Juty 1958 


Mutual Benefit Life’s job: 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY, NEWARK, NEW JERSEY 


heal th 


TRUE 


SECURITY 


FOR YOU AND 
YOUR FAMILY 


As a member of the medical or dental 
profession your job is not only to care 
for the needs of your patients today, 
but also to protect their future. 

Similarly, Mutual Benefit Life does 
much more than answer your present 
problems. Mutual Benefit Life offers 
TRUE SECURITY to you-and your 
family through a unique insurance plan 
designed to take advantage of. your life- 
time earning curve which differs so 
greatly from that of men in other pro- 
fessions. 

This program can apply to your in- 
surance needs in many ways. For in- 
stance, if you are a young man just 
starting your professional life, you may 
set up an economical, easily liquidated 
estate. Or, as a married man, you want 
solid protection for your wife and grow- 
ing children—even to paying their col- 
lege tuition. After the children are “on 
their own,” you will want your insur- 
ance plan to provide for your retirement. 

No matter what your income today, 
Mutual Benefit Life now offers you - 
TRUE SECURITY with one inclusive 
insurance plan designed to give you and 
your family the fullest, finest, most eco- 
nomical protection in the insurance field. 

TRUE SECURITY is now offered 
with the most liberalized coverage and 
lowest cost in Mutual Benefit Life’s 113- 
year history. 

Ask your Mutual Benefit Life man to- 
day about TRUE SECURITY. 


MUTUAL 
BENEFIT 
LIFE 


The Insurance Company 
for TRUE SECURITY 
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these indieations 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 

1-2 om Syrup t. id. Adults, one 25 mg. 

tablet or 1 tbsp. Syrup q.i.d. 

Seoatied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 

tion, 10 cc. multiple-dose vials. 


gives you an 
extra benefit 


Now York 17, New Yo 
Divieion, Chea, 


Journat A.O.A. 
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multivitamins 
form 


canbetakenanytime, 
anywhere without water 


MULTIVITAMINS IN SOFTAB FORM 
ONE TABLET CONTAINS: 
5000 USP Units 
1000 USP Units 
60 mg. 
2 mg. 
2 mg. 
1 mg. 
Bia 5 mcg. 
Calcium Pantothenate 3 mg. 
Niacinamide 10 mg. : { Mulvidren 
DOSE: 1 TABLET DAILY (stuart) 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS 


6Mulvidren 


Everybody likes 
Mulvidren 


Please write for physician’s tasting samples. 


cick People lik 
easy to take 
melts in the mouth 


SQUARE DRESSING 


The new Square Dressing Sterilizers are 


STERILIZERS 


Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 


J 


research-designed to meet the most’ exacting of e 
hospital needs . . . with minimum demands upon : 
the time and attention of operating personnel. Unitiz 


The roomy square chamber readily accepts 
three large trays . . . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 


fluids and related surgical supplies. 
Made in the Amsco tradition for long, 


ed Contro/ Panel —— 


dependable service, the Square Dressing Sterilizer 
reflects the skills of more than sixty years of Recording — Controlling Thermometer and 


thoughtful and continuing research. 


Write for Bulletin C-162 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


Eye level Control Panel includes Indicating — 


Cyclomatic Control. Simple, direct and positive, 
Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 
exhausts, and dries the load . . . AUTOMATI- 
CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 
and uncertainty for the staff. 


WORLD'S LARGEST DESIGNER and MANUFACTURER 
of SURGICAL STERILIZERS, TABLES, LIGHTS 
and RELATED PRODUCTS. 


Journat A.O.A. 
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HYDROCHLORIDE 


aa 


do 


(brome 
ride, Parke-Dayisyes 


TOTS: 


VECDRYL Hydrochloride 
lied. in bottles of 
ix 16 rttles, 
de Steri-Vials, 
Supplied mm 
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three-way mechanism of action in one molecule 


long step forward 


MUREL 


Brand of Valethamate bromide 


“muUREL” is the newest development of research in quaternary ammonium com- 
pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the 
ideal in decisive relief without intolerance or drug-induced complications. “muREL” 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Supplied: “mMuREL” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“MUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “mureL” with Pheno- 
barbital Tablets — 10 mg. Valethamate bro- 
mide with 4 gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


Ayerst Laboratories ¢ New York 16, N. Y. ¢ Montreal, Canada 
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Three-Way Mechanism of 
Action in One Molecule 


“MUREL” unites three mechanisms specific for 
smooth muscle spasmolysis: (1) anticholinergic 
inhibition of parasympathetic transmission, 

(2) musculotropic action with specific affinity 
for smooth muscle fibers, and (3) ganglionic 
blocking action at the synaptic level. 


Precludes or Minimizes 
Untoward Side Effects 


“MUREL” is especially well tolerated because: 

(1) coordination of the three component actions 
permits significantly low dosages and also reduces 
reaction potential of any one mechanism, 

(2) a natural specificity confines the anticholinergic 
action to the effector cells of smooth muscle, 

(3) definite but transient ganglionic blocking action 
eliminates undesirable parasympathetic 
disturbances, (4) rapid detoxification and 
excretion prevent cumulative effect. 


Widely Useful — 
Clinically Demonstrated 


“MUREL” extends the clinical scope of dependable 
spasmolytic therapy, with indications ranging 
from mild to severe hypertonicity. In postoperative 
genitourinary spasm, cystitis and pyelitis — 
effective relief of pain and spasm was noted in 

all of 75 patients.! In peptic ulcer — complete 

or substantial relief from the pain/spasm cycle 
was reported in 119 out of 127 patients.?3 

In biliary spasm and chronic cholecystopathies 
with or without stones — prompt, complete control 
of spasm was obtained in 20 out of 22 patients. 


Peiser? states that even extremely strong 
convulsive abdominal pain and violent 
vomiting could be eliminated or substantially 
improved, and no unpleasant side effects 

or toxic reactions were noted at any time. 


1. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 


2. Peiser, U.: Med. Klin. 50 :1479 (Sept. 2) 1955. 
8. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 
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A NEW ACHIEVEMENT 


VNot available to 
wives of great 
| Saladin despite A 
the riches of ‘Egypt 


North Africa 


JourNAL A.O.A. 
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Now available at low cost 
to all your patients during 
pregnancy & lactation New 


MOL-IRON PRENATAL 


@ wide-range Nutritional 
supplement/phosphorus-free 


NEW ECONOMY: less than % the usual cost. 
NEW CONVENIENCE: only | tablet a day. 
Especially “‘special’’ because of MOL-IRON, 
the unique molybdenized ferrous iron complex- 
for over 10 years unexcelled in tolerance and 
effectiveness, particularly in pregnant women! 


Bottles of 30 (month's supply)/Bottles:of 90 (trimester’s supply) 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


Vov. 57, 1958 


Just one Tablet a day provides: 


6000 U.S.P.U. 
Vitamin C (Ascorbic Acid) ......... 100 mg. 
5 mg. 
5.5020 30 mg. 
Mol-iron: 

Molybdenum Oxide ............ 1.1 mg. 
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A potent vitamin- mineral supplement ? 


Each Dayatets-M Filmtab contains: 


VITAMINS 


Peer 3 mg. (10,000 units) 
25 meg. (1000 units) 
Vitamin B, Mononitrate............ 5 mg. 
Pyridoxine Hydrochloride........... 2 mg. 
itamin By 
(as cobalamin concentrate) ....... 2 meg. 
Calcium Pantothenate.............. 5 mg. 
MINERALS 
1.5 mg. 


30 


Dayalets-M offer all the high potency of Dayalets 
(10 important vitamins) plus nine valuable minerals. 
Available in bottles of 100 and 250 in the attractive 


apothecary table bottle. Obbott 


(ABBOTT’S ViITAMIN-MINERAL TABLETS) 


@ FILMTAB—FILM-SEALED TABLETS, ABBOTT PAT. APPLIED FOR 807120 


Journat A.O.A. 
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when “« treat hypertensive patients 


Squibb Standardized Whole Root Rauwolfia-Serpentina 


s the solid base line for successful therapy : 


double auty 


Raudixin helps 
you relieve 
pressures in 
your patients 


Raudixin “lowers 

blood pressure and slows 
the pulse rate much 

more efficiently than the 
barbiturates. ... It is not 
habit-forming and is 
synergistic with all other 
known hypotensive drugs.”* 


VoL. 57, Juty 1958 


Raudixin helps 
you relieve 
pressures on 
your patients 


Raudixin “relieves 
anxiety and tension, 
particularly the 
tension headache 

of the mild 
hypertensive patient, 
better than 

any other drug.”* 
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; 
.-“is the best symptom reliever.”’ 
_ The incidence and side effects of these agents are minimized. Diuretics 
31 


aN 
SUFFERERS get greater relief* with 


Novahistine 


than with antihistamines alone 


*greater relief... because a distinctly additive 
action is obtained by combining a sympatho- 
mimetic with an antihistaminic drug. 


continuous-acting tablets...for continuous relief 


EACH LP TABLET CONTAINS: 
Phenylephrine hydrochloride.... 20mg. : Supplied in 
Chlorprophenpyridamine maleate. 4 mg. : bottles of 50 tablets. 


_ For day-long or night-long relief, 1 dose of 2 tablets 
(/ tablet for mild cases and children). t Trademark 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. INDIANAPOLIS 6, INDIANA 


Journat A.O.A. 
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FOR\ PROMPT) UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.’ These are definite advantages 
to your patient. 


1. Lewis, J.M., et al.: J. Pediat. 31:496. 


Pleasant, candy-like flavor 
THE Better absorbed, better utiliz ! 
ADVANTAGES xcess. vitamin dosage unnecessary 
Longer storage in the body 
No regurgitation, no “fishy bu 
my be chewed, swallowed o 


Homagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


TURN THE PAGE 
for laboratory proof of 

the prompt dispersion 
of Homagenets 
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VISUAL 
PROOF OF 
THE RAPID 


These photographs show the dispersion 
time of a Homagenet and a soft gelatin 
capsule in artificial gastric juice at 37°C. 


Homagenets are available in five formulas: 
Prenatal, Pediatric, Therapeutic, 
Geriatric and Aoral (brand of vitamin A). 


Currently, mailings will be forwarded 
only at your request. 
Write for samples and literature. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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Thene’s quietude anda gentle 

lowering of blood, pressure for the hypertensive 
patiert with Butiserpine® 

—its low content of reserpine (0.1 mg. per tablet or tea- 

spoonful) helps to control blood pressure without side 

effects, and its 15 mg. of BUTISOL sopruM® butabarbital 


sodium induces calmness, reduces tension. 
Tablets — Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets). 


LABORATORIES, INC, 
Philadelphia 32, Pa. 


Aanuite upon arising must often be dealt with as part 
of a therapeutic regimen. In addition to the well-known 
syndrome of early pregnancy, several other causes of 
“breakfast anorexia” are recognized. Generally psycho- 
logical in character, they include fear or lack of enthusiasm 
in facing the day, distaste or intolerance for the fried and 
fatty foods commonly served at breakfast, and habit 
patterns such as late rising with the inevitable morning 
rush. Obese patients who ‘‘cannot” eat breakfast tend to 
overeat during the day in order to overcome the deficit. 


When “breakfast anorexia” must be overcome, phy- 
sicians find that a dish of steaming oatmeal as the main 
food at breakfast is a great help in the solution of this 
problem. Its inviting warmth and delicious taste make the 
oatmeal dish appealing even when appetite is poorest. 
It also provides readily. available energy for a morning of 
productive work; it helps to allay huhger throughout the 
morning; it makes a notable contribution to the day’s 
nutritional needs; it is low in fat, and is easily digested. 


Oatmeal is richer in protein than all other whole-grain 
breakfast cereals. It ranks among the highest in thiamine, 


Quaker Oats and Mother’s Oats, and contributes other B vitamins as well. It is outstand- 


the two brands of oatmeal offered §| __ ing for its iron content. 

by The Quaker Oats Company, ; 

are identical. Both brands are ee 99 

the of “breakfast anorexia” can be made 
one minute) and the Old-Fash- easier in many ways by a morning dish of oatmeal and 
ioned varieties which are of milk, so quickly and easily prepared, and so gratifying. 


equal nutrient value. 


The Quaker Oats @mpany 


CHICAGO 


Journat A.O.A. 
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Sy WHEN JELLY ALONE 
O RKoromex IS ADVISED 


VAGINAL JELLY 


when the Yjelly-alone” method 
is advised, New Koromex@ 
the outstandingly competent 
spermatocidic agent... 
is now available 
to physicians. 


| fa: 
ants 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 

Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, appealingly feminine zippered kit, at no extra 


ACTIVE INGREDIENTS: 
IN A SPECIAL BARRIER TYPE BASE 


charge, for home storage. Berke AME 2.0% 
The 125 gram tube of Koromex@ may also be bought Phenyimercuric Acetate ....... **“ouaee 
separately at any time. Factual literature sent von request. 


HOLLAND-RANTOS CO., INC. . 145 HUDSON STREET, NEW YORK 13, WN. Veo 
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Comprehensive tetracycline-sulfonamidemn 


ISTOL LABORATORIES | 


ist 
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infection 


‘ 
‘ 


wide-range nitrofuran 


controls the “problem pathogens’ of 


FUROXONE LIQUID 


A finely divided suspension containing Furoxone, 50 mg. per 15 cc., with 
kaolin and pectin for added demulcent and adsorptive effect. = Pleasant 
orange-mint flavor »= For patients of all ages (may be mixed with infant 
formulas; passes through a standard nursing nipple) 

= Supplied in bottles of 240 cc. 


FUROXONE TABLETS 


Scored brown tablets containing Furoxone, 100 mg. 
= Supplied in bottles of 20 and 100 tablets. 


Perorally effective against a wide range of enteric bacteria’.?—includ- 
ing common pathogenic species and strains of Escherichia, Salmonella 
and Staphylococcus aot adequately controlled by antibiotics and sulfona- 
mides. Bactericidal rather than bacteriostatic. 


Does not induce development of significant bacterial resistance, nor 
predispose to monilial or staphylococcal overgrowth. 

No toxicity reported.' 

Side effects infrequent. Mild sensitization (rash), nausea or emesis may 
occur occasionally. 
1. Ponce de Leon, E.: Antibiotic Med. & Clin. Therapy 4:816, 1957. 
2. McFadden, H. W. and Musseiman, M. M.: Personal communication to Eaton Laboratories. 


@) NITROFURANS —A unique class of antimicrobials Products of Eaton Research 
Eaton Laboratories, Norwich, New York 


brand of furazolidone ny 
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Willie, the Worrier 


Nothing is too trivial for him to worry 
about. His mind is constantly on a tread- 


mill, mulling over money, people, and 
calamities that never happen. To relax the 


feverish activity of worrisome minds like 
Willie’s, BUTISOL SODIUM offers the 
gentle type of “‘daytime sedation”’ needed. 


BUTISOL SODIUN®*® 


UTABARBITAL SODIUM 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. (% gr.), 30 mg. (% gr.), 50 
mg. (% gr.), 100 mg. (12 gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, SO mg. gr.) per ce. 


CAPSULES, 100 mg. 
(1% gr.) 
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“Eighty-nine per cent 
of the patients had become 

normotensive by the 
conclusion of the study.” 


MIO-PRESSIN’ 


“Therapy was discontinued 


only once 
because of side effects.” 


Journac A.O.A. 


a recent study' on ‘Mio-Pressin 
| | in 65 hypertensive patients | | 
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YOU’RE THE DOCTOR 


With Lipo Gantrisin, you control administration — specifying 
two, four or six doses per 24 hours, as you think best. Lipo Gan- 
trisin permits such flexibility because it provides both prompt and 
prolonged absorption, giving therapeutic blood levels for up to 12 
hours with a single dose. Important added advantage: systemic 
clearance is almost complete after 24 hours. 


=z 


LIPO GANTRISIN 


) 
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simple as 95 
antibacterial therapy with two doses daily 


indications: 


Systemic and urinary tract infections due to sulfa-susceptible 
microorganisms. 


2 description: 


With Lipo Gantrisin, therapeutic blood levels can usually be main- 
tained for 12 hours with a single dose. Lipo Gantrisin contains 
Gantrisin Acetyl emulsified in a readily digestible vegetable oil for 
faster, higher and more prolonged blood levels. Each teaspoonful 
(5 cc) is equivalent to 1 Gm of sulfisoxazole (Gantrisin) in the 
form of acetyl sulfisoxazole. 


properties: 

Two doses a day of Lipo Gantrisin are usually adequate; how- 
ever, two, four or six doses per 24 hours may be specified, as the 
physician thinks best. It offers these advantages: higher, more pro- 
longed blood levels . . . wide antibacterial spectrum . . . no renal 


blocking . . . no need for alkalies . . . special convenience for 
children. 


For dosage and supply refer to PDR p. 760 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 


LIPO GANTRISIN® ACETYL— BRAND OF ACETYL SULFISOXAZOLE 


| —. 
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This is Fish Creek 


Few places in the world can match it for sheer, 
unspoiled beauty...nowhere that we know, is 
the complexion and the skin of a resident folk so 
universally clear, supple and radiant—with a 
seldom seen tawny, healthful bloom! 

Their secret? Skin unspoiled by nutritionally 
impoverished cosmetic “nostrums’! Skin unmarred 
by the stresses of urban living .. . Instead, here one 
may see live, resilient “well-fed” skin. Complexions 
velvety rich in EUFAC* . . . a complex compound of 
natural oils and nutritive essentials abundantly 
found in dietary staples indigenous to few areas. 
Now, EUFAC* is available to your patients, Doctor, 
in Dartell’s newest, glow- 
ing fine product triumph 
. . . EUFADERM CREME! 


A basic, new concept in Cc R E M E Cartoned tubes of $400 


1 oz. LIST PRICE 


skin care, EUFADERM 

CREME provides rare, 

healing ‘endodermal nutrition” for unsightly ‘‘prob- 
lem skins.” 
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Simple skin lesions often swiftly disappear under 
the gentle, moisturizing release of activated 
EUFAC* principles. Available only in new, delight- 
fully fragrant, refreshingly elegant EUFADERM 
CREME —these penetrating, emollient EUFAC* fac- 
tors now bring promise of dramatic results in these 
“problem skins’ due to non-specific itching, dry- 
ness, fissuring or superficial ulceration. Now for 
your unhappy skin patients here is promise of new, 
overall skin-freshness that is a delight to see! 

Clinical supplies of this lustrous practice-builder 
are ready —ORDER TODAY! 


*A 'DARTELL" designed dic dot 


Natural Oils and Nutritive Skin Factors 


DARTELL Laboratories 


Los Angeles 15, California 
Offices in Principal Cities 
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There is no single, ideal formula for 
all babies-or for any one baby 
through the entire formula period. 


An unchanging, ready-made formu- 
la has serious disadvantages. Such 
formulas can only be made weaker 
or stronger — the balance of ingredi- 
ents cannot be changed to meet an 
infant’s changing nutritional needs. 


With evaporated milk, the doctor 


...Why are you 


changing my 
baby’s formula? 


prescribes the formula best for the 
baby, and changes it as he grows. 
Each infant has the advantage of 
his own, individual evaporated milk 
prescription formula. 


(arnation 


“FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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NEW TREATMENT 


‘Cardilate’ tablets 7 shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 

“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


al BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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BOLSTER SCANTY SUMMER MEALS WITH 


DELECTAVITES 


DELICIOUS CHOCOLATE-LIKE VITAMIN-MINERAL NUGGETS FOR THE WHOLE FAMILY 
DELECTAVITES ARE ESPECIALLY INDICATED FOR Each delicious chocolate-like nugget contains: 
VERY MBER OF THE FAMILY—YOUNG AND OLD : : 
“DURING THE HOT SUMMER MONTHS WHEN BI- 
ZARRE EATING HABITS FAIL TO PROVIDE SUFFICIENT Vitamin D -.--. 1,000 U.S.P.U. 
AMOUNTS OF IMPORTANT NUTRITIONAL FACTORS. Vitamin C 75 mg. 
THESE CHOCOLATE-LIKE NUGGETS SATISFY A NAT- Vitamin E 2 1.U. 
URAL DESIRE AND FILL A PHYSIOLOGIC NEED— 2.5 mg. 
Only Delectavites can be chewed without a trace of 1 mg. 
vitamin aftertaste. No regurgitation. Vitamin (Activity) 3 mcg. 
Folic Acid .....0.1 mg. 
Panthenol 5 mg. 
Nicotinamide 20 mg. 
Rutin 12 mg. 
Calcium 50 mg. 
Boron 0.1 mg. 
Fluorine 0.1 mg. 
Manganese 1.0 mg. 
Potassium 2.5 mg. 


Dosage: One Delectavite daily. Supplied: Family 
package of 90. Personal package of 30. 


WHITE LABORATORIES, INC. + Kenilworth, New Jersey 
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What price quality ? 
With the General Electric Aristocrat, the price is moderate indeed — 
particularly when you consider the deluxe valugs designed into this diagnostic 
unit, Nothing was allowed to stand in the way of our aim to produce 
better x-ray facilities for less investment. 

Combining complete fluoroscopic and radiographic versatility, the Aristocrat 
features 81-in. motor-driven angulating table; lightweight, automatic 
spot-film unit with precision phototiming; full-wave 300-ma, 125-kvp 
transformer and control. Overhead tube hanger offers 18-ft longitudinal, 
86-in. transverse coverage. Dual heavy-duty, double-focus rotating-anode 
tubes are standard, 

MEET THE ARISTOCRAT PERSONALLY! Your G-E x-ray representative will be 


glad to introduce you to one in your area. Or write X-Ray Dept., General Electric 
Company, Milwaukee 1, Wisconsin, for Pub. R-71 


Special terms available during /Zrreanon 
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SUMMARY OF REPORTS FROM 1,814 PHYSICIANS (19,443 PATIENTS) 


No. of Patients Results Percent 
6,059 Excellent 31.2% 
9,987 Good 3 51.3% 
2,441 Fair 12.6% 
956 Unsatisfactory 4.9% 
594 Side Effects . 8.1% 


the rationale of 
proot 
in 
practice 


Because of untoward side effects, lack of patient cooperation 
and other factors, many products—with excellent clinical reports 
—fail when measured by the yardstick of day-to-day practice. 


For these reasons, Unitensen (cryptenamine) was supplied to 
1,814 physicians who used it to treat 19,443 hypertensive pa- 
tients. Treatment was carried out while the patients engaged in 
their normal, everyday occupations and activities. Despite such 
unorthodox practices by the patients as indulging in dietary in- 
discretions and taking the medication other than as prescribed, 
the “Proof in Practice” study validates the clinical findings, and 
shows Unitensen is a safe, potent antihypertensive, which helps 
assure patient cooperation and permits office management in the 
great majority of patients. 

Each Unitensen tablet contains: Cryptenamine (tannates) 2.0 mg. 


Each Unitensen-R tablet contains: Cryptenamine (tannates) 1.0 mg., 
Reserpine 0.1 mg. 


For prescription economy, prescribe Unitensen products in 50’s. 


To serve your patients today— call your pharmacist for 
any additional information you may need to help you 
prescribe Unitensen or Unitensen-R. 


IRWIN, NEISLER & CO., Decatur, Illinois 
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UNEXCELLED 
FOR RELIEF 


ANXIETY AND TENSION 


Miltown: 


meprobamate (Wallace) 


Simultaneous relief The dual action of Miltown in neuromus- EFFECTIVE IN 
of muscular tension cular disorders “calms patients made LOW BACK PAIN 


and anxiety with chronically irritable by pain, thereby FIBROSITIS 
Miltown improves both improving their mental state and TORTICOLLIS 
7 increasing their physical comfort... It 
therapeutic results — was found to be the best muscle relax- MUSCLE STRAINS 
ant available to date for use in these MYOSITIS 
conditions.’”* LEG CRAMPS 
Miltown is notably safe. It does not OF PREGNANCY 


disturb autonomic balance, and does not RHEUMATIC CONDITIONS 
impair mental efficiency or physical TENSION HEADACHES 
performance. CEREBRAL PALSY 


*Ejisenberg, S. H. and Neviaser, J.S.: The use of meprobamate 
in the treatment of skeletal muscle spasm. Ann. New York Acad. 
Sc. 67:853, May 9,1957. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
(fy WALLACE LABORATORIES, New Brunswick, N. J. 
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in almost every diet 
in health and disease 


For protein of excellent quality 
For quickly available energy 
For important B vitamins 

For essential minerals 

For freedom from irritant residue 
For low fat content 


For taste and compatibility 


is in Step with the Demands of 


Advancing Nutritional Knowledge 
Regardless of Dietary 
Adjustment Needed 


\ 


/ 


\ AMERICAN BAKERS ASSOCIATION 
| 20 North Wacker Drive . Chicago 6, Illinois 
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AGIN G and the 


diagnosis and treatment of 


DISEASES of the aged 


A panel discussion* 


Moderator 
OTTERBEIN DRESSLER, D.O.+ 
Detroit, Michigan 


Panel members 


J. F. DePETRIS, D.O.{ 
Dallas, Texas 


THEODORE C. HOBBS, D.O.§ 
Columbus, Ohio 


H. MAYER DUBIN, D.O.|| 


Rivera, California 


ALEXANDER LEVITT, D.O.{ 
Brooklyn, New York 


J. GORDON HATFIELD, D.O.# 


Los Angeles, California 


DON C. LITTLEFIELD, D.O.** 
Long Beach, California 


D. DressLER: This panel has been as- 
signed the task of discussing problems of aging and the 
aged, and the diagnosis and treatment of diseases com- 
mon to this group. The members of the panel have 
been chosen carefully for their diversity of interests 
and experience. We expect that they will disagree with 


*Presented at the Sixty-First Annual Convention of the American 
Osteopathic Association, Dallas, Texas, July 15, 1957. 

+Dr. Dressler is pathologist at the Detroit Osteopathic Hospital, De- 
troit, Michigan. 

tDr. DePetris, an internist, is chief of staff of the Dallas Osteo- 
pathic Hospital, Dallas, Texas. 

§Dr. Hobbs is radiologist at Doctors Hospital, Columbus, Ohio. 

Dr. Dubin, a pediatrician, is chairman of the Department of Pedi- 
atrics and house physician at the Rio Hondo Memorial Hospital, Downey, 
California. 

{Dr. Levitt, an internist, is attending physician, Department of 
Medicine, Osteopathic Hospital and Clinic of New York, New York City. 
He practices in Brooklyn. 

#Dr. Hatfield, a surgeon, is executive head of the Department of 
Surgery of the College of Osteopathic Physicians and Surgeons, Los An- 
geles, California. 

**Dr. Littlefield, a psychiatrist, is co-executive of the Department 
of Psychiatry of the College of Osteopathic Physicians and Surgeons, 
Los Angeles, California. 
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one another to some extent, because most problems have 
more than one side and more than one solution. 


A by-product of preventive medicine has been the 


growing consciousness of an ever-increasing number of 


older people in our communities. There are several 
millions of people over the age of 65 in the United 
States. Chicago anticipates that its present 500,000 
population over 65 years of age will increase to 675 
thousand in the next decade. This segment of our pop- 
ulation has created problems that have not yet been 
solved. It has also resulted in a new specialty in medi- 
cine, geriatrics, which is defined as “that department of 
medicine which treats all problems peculiar to old age 
and the aging, including the clinical problems of senes- 
cence and senility.” 

It is generally agreed that to deal with the prob- 
lems of older people only as they arise would be short- 
sighted indeed. Our thinking should be geared to 
anticipate these problems. This follows the long-range 
philosophy of preventive medicine. What is the objec- 
tive of medicine? Surely it is not so much our purpose 
to cause man to live forever as it is to try to help him 
live his full life span in health, comfort, and happiness, 
at peace with himself, his neighbor, and his Maker. 
Preventive medicine directed to these ends must em- 
brace not only man’s physical body but also his mind 
and his soul. 

The terms “aging” and “aged” are by no means 
the same. “Aging” is considered to mean the changes 
that take place with time in the cell, the organ, and the 
organism. “Aged” denotes a state of belonging to old 
age, of being old, elderly, superannuated. In humans 
as in all living things, the phenomenon of aging is ini- 
tiated with conception. Some tissues and some organs 
in fetal life become senile and are relegated to phylo- 
genetic history before the fetus emerges into the world 
as an independent being. Before birth all tissues and 
organs join this relentless march to the grave. There- 
fore, the seeds of old age problems are sown in the 
young. 

Since I am committed to the philosophy that the 
problems of aging and the aged begin with the very 
young, I think it is fitting to hear first from the pedia- 
trician on our panel and get his opinions on how his 
specialty fits into the panel discussion. 

Dr. Dusin: For too long many physicians have 
neglected the care of the aged and aging and have al- 
lowed this part of the healing art to fall upon somebody 
in the nursing profession, just as many doctors who 
deliver babies leave their care to the nurse rather than 
caring for the infant themselves. 

The problems facing the person approaching old 
age may be partly determined by what happened to him 
in the first moments of his life. Accidents that occur in 
the embryonic period and in fetal life may be due to 
heredity in many instances, or to uterine or maternal 
environmental factors. Once the fetus is delivered and 
becomes a newborn, it is the problem of society to pro- 
tect him. The mortality rate of the human being is 200 
per cent greater in the first 5 minutes of life than in 
any other period, and at no time in life are there greater 
and more rapid changes in growth and development 
than in the first year. 

Fortunately the human organism has had bestowed 
vpon it by our Maker more than an adequate reserve 
of functioning tissue, in most instances enough to carry 
the individual through life into old age. However, the 
higher the development and function of any tissue, the 
more easily it becomes damaged. For an example, 5 
minutes of severe asphyxia in the immediate postdeliv- 
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with the problems of older people only as 


ery period may cause irreparable brain damage. If 
during delivery the mother is oversedated or is given 
too much anesthetic and not enough oxygen, her infant 
may already have a part of his life destroyed by the 
time he is born. After the infant has left the nursery, 
and particularly during the first 3 to 6 months or first 


It is generally agreed that to deal 


they arise would be shortsighted indeed 


year of life, he should be guarded carefully against in- 
fectious diseases with their serious sequelae. 

No one system is more important than another 
during the formative years, but it is interesting to note 
that our marvelous pavements, our soft beds, and our 
television sets are apt to destroy the good posture that 
constitutes the structural integrity that would allow the 
child to grow to adulthood, having a body well able to 
function. 

If the infant and child are maintained in a good 
state of health (this to include health of the body, health 
of the mind, and health of the soul) before the years 
of adolescence, he should reach puberty as a well- 
adjusted individual who will be able to care for himself 
in the advancing years with intelligence and satisfaction. 

Dr. Dresser: We shall next call on our internist 
to state his views. 

Dr. DePetris: I shall attempt to discuss the 
physiologic alterations that occur in aging people which 
are of most concern to the internist. Some changes 
during aging can be explained on the basis of a reduc- 
tion in the amount of functional tissue, but more fre- 
quently they are due to change in all the physiologic 
reserves. Our ultimate goal is to identify the cellular 
properties that are a basis for the biologic processes of 
aging. 

First, what is aging? It has been associated with 
degenerative diseases. Recently there has been a sense 
of urgency to distinguish between degenerative diseases 
and aging, but there are no data available which make 
it possible to do this scientifically. Thus, aging might 
be considered to be, as Dr. Dressler has pointed out, 
the changes that occur in time at the cellular, organ, and 
organism levels. This need not always be a change in 
structure or loss of function. Cellular changes may or 
may not alter organ function, which in turn may or 
may not alter the function of the organism as a whole. 

The heart is probably the major organ affecting 
biologic aging. Recently it has been demonstrated that 
with age there occur regional increases in renal, cere- 
bral, and lower extremity vascular resistance. An av- 
erage increase in peripheral resistance occurs with 
aging at the rate of about 1 per cent per year. Cardiac 
output declines approximately 1 per cent per year, 
which parallels the increase in peripheral vascular re- 
sistance. This decrease in cardiac output observed with 
age is not to be considered as evidence that older sub- 
jects have subclinical heart disease. We picture in the 
older individual a heart that is operating on a different 


694 


performance curve, working closer toward the limits 
of its performance. While the volume delivered by the 
heart lessens with age there is a greater proportion of 
available energy spent in overcoming friction and de- 
veloping pressure. In other words, there is a reduction 
in the energy necessary for propelling blood. Therefore 
it would appear that we are confronted with a degen- 
erative disease, the various forms of arteriosclerosis, 
that acts as a compelling agent in premature biologic 
aging of the human organism through increases in 
peripheral resistance, resulting in a decreased cardiac 
output. These manifestations are seen in electrocardio- 
graphic changes that are usually suggestive of myo- 
cardial insufficiency. 

Alterations occur in other areas and organs of the 
body during the aging process. The kidneys manifest 
physiologic changes that are significant to the total 
metabolism. There is decrease in renal plasma outflow, 
and decrease in tubular excretion and reabsorption of 
about 6 per cent per decade, which amounts to a 50 or 
60 per cent decrease in renal function during the life 
span. This should be a constant consideration in evalua- 
tion of the renal system in an elderly individual. 

Recent studies have indicated that thyroid function 
does not decrease with aging as previously believed. 

Studies of pulmonary function reveal a very small 
decrease in total lung capacity as the years go by. With 
increasing age, there is an increase in oxygen and a fall 
in carbon dioxide content of expired air. This may be 
caused by change in the exposed capillary bed or in 
the alveolar absorption mechanism resulting from capil- 
lary damage. The changes are not clinically significant. 

The hematologic values in the aged have not been 
extensively studied. It is believed that there is a dispro- 
portionate change in the red marrow as compared with 
the fatty bone marrow, but erythropoiesis and mye- 
lopoiesis are not significantly altered. 

Parathyroid function does not appear to be de- 
creased by the physiologic demands of the aged. 

Significant changes in hepatic function have not 
been correlated as being of importance in aging pa- 
tients. The diminution in amounts of gastric hormones 
and enzymes secreted may contribute to the dyspepsias 
so common in this age group. Pancreatic enzymes and 
hormones are slightly decreased, shown particularly in 
the glucose tolerance that may occasionally reach dia- 
betic levels. 

Calcium metabolism appears to be altered in the 
aged individual, but this is not necessarily related to 
calcium intake. When large amounts of calcium were 
supplied to aged males who were storing nitrogen but 
had x-ray evidence of osteoporosis, retention of calcium 
was not strikingly increased. This suggested a defect 
in the mechanism that builds bone matrix or in the 
ability to incorporate calcium salts into protoplasmic 
matrix. 

Osteoporosis as part of the aging process may be 
under the direct influence of the sex hormones. Our 
main concern today is with the well-established post- 
menopausal osteoporosis resulting from a diminished 
secretion of estrogen, and the senile type resulting from 
a diminished excretion of 17-ketosteroids found in con- 
junction with normal amounts of 17-hydroxydesoxy- 
corticosterone. In recent years the concept has been 
advanced that protein storage is the limiting factor in 
the repair of osteoporosis, to the relative exclusion of 
the role of calcium and phosphorus, the implication 
being that a positive nitrogen balance is essential to 
calcium storage. This involves a further phase of bio- 
logic aging, the endocrine system. The androgens are 
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felt to be necessary to positive nitrogen balance in the 
aged individual or in any person who has a hormone 
deficit. The estrogens, similar in action but not so 
effective in nitrogen retention, also increase the reten- 
tion of calcium if given to the aged individual. The 
androgens have a growth-stimulating effect on specific 
tissues, such as the male genital organs, whereas the 
estrogens do not have so pronounced an action and 
their effect is primarily directed to the female breasts 
and genitalia. 

The normal course of estrogen metabolism in the 
human being is considered to start with estradiol, de- 
veloping to estrone, and finally to estriol. The total 
estrogen level in the male does not decrease to any sig- 
nificant degree during life. In the female, the most 
marked decline in output is in the estriol level in young- 
er ages, but in later decades there is a slight increase 
of estriol output accompanied by a small decline in 
estrone and estradiol, with the result that the estrogenic 
hormones in the female decrease greatly as compared 
with decrease in the male. 

There is obvious steep decline in androgen produc- 
tion in both men and women with advancing age. The 
total androgenic level in man is higher than in woman, 
but age-wise they parallel each other. 

Urinary excretion of gonadotropins increases in 
the premenopausal and postmenopausal female, and a 
similar increase occurs in the male with advancing age. 
The influence of the pituitary gland increases with 
aging, which tends to indicate that the tropic effect of 
the pituitary on adrenal, gonad, and thyroid glands is 
not greatly diminished in the aging individual. 

Is it possible that the lower levels of estriol in the 
female as compared with those of the aging male are 
responsible for the greater degree of osteoporosis in the 
female? The higher androgen content and levels, with 
their resultant nitrogen-retaining effect and ability to 
stimulate growth and muscle development, might be the 
factors influencing the more youthful physical strength 
usually seen in the male. 

All these hormone changes and differences have 
produced the thought that a third sex exists, the so- 
called neuter gender, which might encompass roughly 
all people who have reached the age of 60. It may 
even be that more prolonged replacement therapy with 
sex steroids is indicated for the happy, well-adjusted, 
youthful member of the neuter gender to help him live 
out his increasing life span. But there is not the slight- 
est bit of evidence to suggest, nor has any claim been 
made, that sex steroid replacement increases longevity 
by one single day. These products, however, have been 
freed from the incrimination that they produce cancer, 
although it is well established that the androgens will 
increase the growth rate of carcinoma of the prostate 
and that estrogens will increase the growth rate of 
carcinoma of the breast or uterus in some individuals. 
These important facts must be considered before sex 
steroid therapy is used indiscriminately. If the instru- 
ments of degenerative vascular processes in the male 
could be decreased and the sex steroid level couid be 
maintained without fear of increasing the growth of an 
undiagnosed malignant disease, the life of the aging 
individual of neuter gender could be more pleasant, and 
biologic aging would become more uniformly a chrono- 
logic aging. 

Dr. Dresster: It is my firm personal conviction 
that many of the problems of aging and the aged are 
psychic in origin, and for that reason we are extremely 
pleased to have a psychiatrist enter into our delibera- 
tions. 
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Dr. LittLerietp: The psychiatrist is interested 
primarily in noting the particular mechanisms that 
cause digressive psychologic changes in the aging proc- 
ess. Many defense mechanisms are developed during 
the individual’s life. The child’s major defense mech- 
anism is crying. He becomes more secure as the years 
go by. He has ways of getting rid of his anxieties 
through various hobbies, for instance. In his adult life 
he has more money and he finds more outlets for his 
activities. But also in his adult life certain physical: 
changes occur. There is a lessening of the ego satisfac- 
tion, and as this lessens there is a return to the more 
primitive defense mechanisms. The success of any de- 
fense mechanism depends upon how well it will handle 
a stress situation, and during mature adult life we are 
expected to be able to handle stress more successfully 
than we did in our youth. The basic threats of losing 
money or love or affection will often cause an individ- 
ual to regress. As physicians, we should know how to 
decelerate these regressive changes. If the physician 
would treat the patient more like a child, if he would 
be both the father and the mother figure, he would get 
much better results with his treatment. It is also neces- 
sary that relatives and the people of the community 
be brought into the picture. The approach has to be 
comprehensive in every way. The doctor must be pa- 
tient ; he must recognize this as a slow process, but he 
can decelerate the aging reaction. 

Dr. DressLer: There are many implications con- 
cerning radiology and its relationship to the aging proc- 
ess which I think Dr. Hobbs can discuss for us. 

Dr. Hosss: The radiologist is just as concerned 
with the problems of the aged as other physicians are. 

The development in scientific research over the 
past years, hastened by the advent of atomic warfare, 
has focused attention upon possible adverse effects of 
radiation, including aging effects upon all persons ex- 
posed to it. These adverse effects fall into two cate- 
gories: The genetic, which is the hazard to future 
generations and possibly to the race itself, and the so- 
matic, which is a hazard to you and your individual 
patients. Ever since Roentgen discovered the mysteri- 
ous x-rays some 62 years ago, increasing knowledge has 
led to attempts to set up safeguards in the use of and 
exposure of people to ionizing radiation. So-called safe 
or tolerance doses were proposed relatively early. These 
have been revised downward repeatedly and are not yet 
stabilized. While man has always been exposed to a 


Problems facing the person approaching 


happened to him in the first moments of life 


small amount of natural radiation, to this has been 
added man-made radiation in various forms. Much 
publicity has been given to radioactive fallout from 
nuclear testing. This is a very real hazard, but the 
greatest source of radiation exposure for the popula- 
tion of this country is medical roentgenography for 
diagnostic purposes. 

Today it is believed that there may be no safe 
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The success of any defense 
mechanism depends on how well it 
will handle a stress situation, and 

during mature life we are expected to 
be able to handle stress more 


successfully than we did in our youth 


threshold of exposure as far as the genetic result is 
concerned ; that is, possibly any exposure of the genital 
tissue may carry a risk of genetic changes to future 
generations. Many of us use lead shielding to the geni- 
tal areas in diagnostic procedures, whenever this is 
practicable. 

Roentgen rays have played a very important role 
in advancing medical knowledge and technic to the end 
that life expectancy is greater than ever before. Most 
of us would feel completely lost if we had to practice 
without the use of radiographic diagnosis. The time 
has come, however, when the field of diagnostic roent- 
genography should be assessed to see how the process 
may be used with a minimum of hazard. When it is 
not truly a necessary part of diagnosis it needs to be 
kept to a minimum, particularly in patients who have 
yet to become parents. After the childbearing age, the 
only hazard is to that individual patient. For example, 
an individual between the ages of 45 and 50 might be 
an acceptable patient for x-ray therapy for bursitis of 
the hip, while a similar patient with the same com- 
plaints at the age of 20 or 25 should certainly be treated 
by other means. 

Recently I reviewed our statistics for the last 4 
years and was interested to learn that, while our over- 
all volume of x-ray therapy has gone up, more has 
been devoted each year to the treatment of malignant 
diseases than to disorders that can be handled by other 
procedures. During this period there has also been a 
reduction of the field of exposure and, in many in- 
stances, the dosage. 

It is probable that ionizing radiation will hasten the 
aging process to some degree in all persons. 

Radiation and roentgen rays form a two-edged 
sword: they may be used to reduce disease and suffer- 
ing, but one must be watchful and alert not to be cut 
on the backstroke. If you use radiographic equipment 
in your own office, guard yourself and your patient 
against unnecessary exposure. Remember that expo- 
sure is much greater with fluoroscopy than with film 
study. I think in the next few years there will be a 
strong tendency away from direct fluoroscopy, when- 
even practicable, in favor of film studies and therefore 
much less exposure of the patient and the physician. 
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I would like to advise you to use a control booth 
or a shield for yourself. I am sure that many of you 
are unduly exposing yourself to your own equipment 
and are not conscious of it. How can you find out? 
Attach a dentai film to your coat with a safety pin. At 
the end of a week develop that film and if you have a 
picture of the safety pin on your dental film, you are 
getting too much exposure. Or take a screen casette 
with a film in it and hold your hand in front of it at 
three feet from the patient; then try it again at what- 
ever distance you usually stand away from a patient 
when you are making a heavy exposure, such as of the 
lumbar spine, and I think you will be surprised at how 
much radiation you get. 

You must remember that when a roentgen ray 
strikes matter it acts very much as light when it strikes 
fog. There is secondary radiation in all directions. 
You must be protected from this by equipment such as 
aprons and gloves. 

I would urge that you not use roentgenograms for 
diagnosis if the findings will not alter the method of 
treatment. In a recent issue of the British Journal of 
Radiology, one of the recommendations from the Unit- 
ed Nations Commission is that various diagnostic pro- 
cedures be evaluated to determine how they may be 
shortened and when perhaps they are not necessary in 
the treatment of some diseases, for example in some 
peptic ulcers. I am very much inclined to think that 
the average young person whose symptoms of ulcer are 
of short duration should certainly have a trial of ther- 
apy before x-ray studies are made. Also, the treat- 
ment of a rib fracture is going to be exactly the same 
whether roentgenograms are made or not, so why make 
them? There are two reasons why needless x-rays are 
often made: One is to satisfy the patient who has been 
educated to believe that he must have x-ray examina- 
tion ; the other is that insurance companies have reached 
the same conclusion. 

Dr. Dresster: Dr. Hobbs has touched on an area 
in which we need a complete new evaluation. If you 
analyze your practice I think you will find that there is 
an increasing tendency to be doing things against your 
own judgment, because they are required or advo- 
cated by some outside force or agency, such as insur- 
ance companies and public relations agencies. This is 
a big part of the problem we have under consideration 
today, and I think we will discuss different aspects of 
it later. Now we would like to hear the surgeon’s 
opinion. 

Dr. Hatrietp: We have seen in the past genera- 
tion or so a very marked change in the age of patients 
who come to us for surgical treatment. We find that 
there has been a marked change in the number of indi- 
viduals living to an advanced age. In 1900, only 17 per 
cent of the total population of the United States was 
more than 45 years old. By 1945, the percentage had 
risen to 26.5, and in 1956 we find that 28.7 per cent 
of our population are over 45 years of age. Persons 
over 65 years of age represent 7.7 per cent of the pop- 
ulation, which means that there are about 12 million 
persons in the older age group living in the United 
States today. 

A longer life span means an increasing number of 
geriatric patients needing surgical care. With advanc- 
ing age certain pathologic conditions requiring opera- 
tion are inevitable: fractures, rectal and anal condi- 
tions, obstructions, ophthalmologic conditions, hernias, 
collapses, and perforations are all prevalent in the aged. 
Cancer must be included and, according to the old Ro- 
man, Lucius Seneca, “old age is an incurable disease.” 
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I would like to discuss with you today the geriatric 
problems that fall within the realm of general surgery. 

Obstructions may well be considered of primary 
importance. Obstruction of the gastrointestinal tract 
due to malignant lesions may be located at any point 
from pharynx to rectum; the onset of symptoms may 
be so insidious that hemorrhage or partial to complete 
obstruction may have occurred before the patient seeks 
professional care. Obstructions due to incarcerated 
hernia, Richter’s hernia, gallstones, mesenteric throm- 
bosis, and postoperative adhesions are more violent and 
dramatic in aged patients. Biliary tract obstructions 
may be due to the presence of stones or malignant le- 
sions of the biliary tract itself or of the pancreas. In 
the latter situation, increasing pressure on the common 
bile duct permits the gallbladder and biliary tract to 
become enormously distended before the patient seeks 
professional assistance. In the thin, poorly muscled 
aged person the gallbladder may actually be palpated 
through the abdominal wall. 

Hernias with violent incarceration or strangulation 
occur with startling frequency in elderly persons. Many 
of them have worn some type of mechanical restraining 
device for years and many have had a potential hernia 
which became an actuality only when decreased mus- 
cular activity and constant relaxation occurred. Fem- 
oral hernias in elderly females are common; these pa- 
tients tend to minimize the seriousness of the pathologic 
condition and will delay seeing the physician until 
obstruction is complete. Then prompt relief of the ob- 
struction is essential in a patient who normally should 
have several days of preparation for operation, espe- 
cially when intestinal resection is imperative. 

I think it would be of some value if I told you of 
one of my experiences. I saw a little old lady about 78 
years old a year or so ago who had every evidence of 
a biliary tract obstruction of violent nature. Just as I 
was preparing to operate upon her, another elderly 
woman with a similar obstruction was brought into the 
hospital. During the time it took me to care for the 
first patient, the change for the worse in the second 
patient’s condition was alarming. According to her 
history she had had a cesarean section some 35 years 
previously. On opening her abdomen we found that 
during that first operation there had been an opening 
made in the right broad ligament which was never 
closed, that a loop of gut had found its way through 
that opening, and that some 6 feet of intestine had be- 
come incarcerated and gangrenous. Working as quickly 
and as smoothly as possible, we clamped off that por- 
tion of the gut and the circulation to it and started 
preparations for the anastomosis. Within 5 minutes 
after the circulation was clamped off, so that toxic 
products were no longer being carried into the patient’s 
body, her condition was noticeably and dramatically im- 
proved. 

Elderly females often come to the surgeon with 
cystocele, rectocele, and uterine prolapse. Here again 
we must credit muscular relaxation consistent with the 
aging process as permitting a long-existing condition 
to become sufficiently annoying to bring the patient in 
for recommendation and treatment. 

Appendicitis in patients past the age of 60 consti- 
tutes about 1.5 per cent of all reported cases. The 
older person usually associates appendicitis with the 
early years of life, hence is inclined to use home rem- 
edies for the relief of his so-called indigestion, bilious- 
ness, or gas attacks, until gangrene, perforation, and 
peritonitis make him a poor surgical risk. The differen- 
tial diagnosis of appendicitis in the aged person is not 
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easy; it may be confused with gallbladder or urinary 
tract disease or bowel obstruction. 

Perforations of the cecum carry a mortality rate 
of 66 to 75 per cent. The reasons are apparent: The 
patient is usually far advanced in years. The obstruc- 
tion is usually present in the descending colon, insidi- 
ous in onset, with consequent gradual distention of the 
entire colon, and hypertrophy beginning immediately 
proximal to the site of obstruction. Thus when com- 
plete obstruction causes sudden increased distention, 
the cecal walls are thin, and pressure in the cecum is 
greatest in the area of the least protection. Perforation 
of the cecum does not resemble blowout of a tire, be- 
cause the body attempts to repair the progressive stages 
of alteration as they occur. Adenocarcinoma of the 
descending colon is usually the cause of obstruction in 
these patients. 

Evaluation of pain in the elderly patient may be 
difficult because of the physiologic anesthesia of senility. 
Multiple degenerative changes also make the chronic 
sufferer less alert to the symptoms of acute disease. 

Granted that we recognize certain pathologic con- 
ditions as positive indications for surgical intervention, 
we are then confronted with the problem of survival 
of the patient should operation be performed. I had 
the experience of having two patients with cecal per- 
foration admitted to the hospital at almost exactly the 
same moment. One patient was 84 years of age and 
the other was 74. The 74-year-old patient survived 
operation ; the 84-year-old patient did not, although our 
treatment in the two cases was as nearly identical as we 
could possibly give. Perhaps those extra 10 years 
made the difference. 


Robert Elman feels that, since 1951, more mature 
thought has been devoted to the surgical aspects of old 
age. Prior to that time older patients were not given 
the opportunity of undergoing curative operation, even 
in the face of certain death without it, because of the 
high incidence of postoperative mortality. Two factors 
have influenced reluctance on the part of physician and 
surgeon to advise surgical intervention in the aged: 
(1) A traditional belief that healing power is decreased. 
This has been proved false by several investigators who 
have demonstrated that healing in terms of tensile 
strength is the same in the aging animal as in the 
young adult animal. (2) Fear on the part of the sur- 
geon that the older patient will be unable to withstand 
tissue trauma, anesthetic agents, and the drugs used 
before, during, and following operation. Recognition 
of these facts has led to more gentle handling of tissues, 
to the development of more skilled anesthesiologists, 
discovery of safer anesthetic agents, and avoidance of 
drugs producing respiratory depression and circulatory 
impairment. Early mobility of the geriatric patient has 
lowered morbidity and mortality rates. 

The preoperative preparation of all surgical pa- 
tients should include proper hydration, decreasing of 
toxicity, obviation of nutritional faults, overcoming of 
anemia, and treatment of any concurrent condition that 
may affect the respiratory, cardiac, or renal systems. 
Whenever possible, a competent internist should be in 
consultation or should be sharing the responsibility of 
the case. 

Operation should be performed as gently and as 
simply as is consistent with the existing disease condi- 
tion. Postoperative care must be directed primarily 
toward avoidance of shock. The respiratory and circu- 
latory systems may require support. Care of the uro- 
logic system with particular attention to the often over- 
looked urinary retention in the patient who voids too 
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small amounts at frequent intervals is of extreme im- 
portance. I have emphasized this for years and still I 
find the same situation in many postoperative patients 
of all ages. The nurse charts that the patient is voiding ; 
but if you notice that the patient is voiding 25 or 50 cc. 
and that voiding is occurring every few hours, that 
patient is not actually voiding. He is just overflowing. 
I cannot emphasize too strongly the necessity of ob- 
serving the amounts of urine voided. Use of a catheter 
may save much distress in many patients. 

In addition to the physical well-being of aged pa- 
tients, attention must be given to the psychologic as- 
pects in each case. Too often the aged patient feels 
that his days of usefulness are over, that he is a burden 
or hindrance to his family, that his life may be pro- 
longed by the proposed operation, that he may recover 
only to suffer a new and perhaps more serious or pain- 
ful ailment. To this patient the physician and surgeon 
must bring optimism and try to build within him the 
desire to live, for without that desire the skill of the 
physician and the surgeon may well be insufficient. 

Dr. Dresster: Dr. Hatfield, we are indeed very 
grateful to you for your points of view concerning the 
surgical problems of older people. There is no doubt 
that this is an extremely important facet of our de- 
liberations. We are particularly eager now to hear 
from Dr. Levitt because I believe he will touch upon 
certain of the sociologic and physiologic implications of 
old age. 

Dr. Levirr: One of my patients is a youngster of 
about 83 years. I have taken care of her for over 25 
years and in that period I have noticed a great change 
in her physical and mental conditions. This woman has 
been most useful in her community. She has been very 
active in social and civic projects. She has, out of her 
limited resources, financed the education of not less 
than 30 people, to my knowledge. A once vigorous per- 
son, today she is confused. Her problem is made worse 
because she seeks, without success, a cultural environ- 
ment where she can spend the remaining days left to 
her, pay her way in accordance with her financial abil- 
ity, and not be a burden to others. Except for one sis- 
ter she is alone in the world. 

This is not a pretty picture but it is not an unusual 
one. This patient presents a pattern that I find so often 
in people as they get older. They develop certain condi- 
tions that I have chosen to identify with the letter S: 
slump, sludge, and the German word “schmerz.”’ Slump 
takes place in the individual’s posture, in his physical 
and mental fitness, in his activity generally, and in the 
useful and contented role he once had in our society. 
Sludge indicates debris from disordered body systems ; 
it accumulates in his body tissue and incites or aggra- 
vates degenerative diseases which further complicate 
his aging. The third category, schmerz, is the mental 
and physical pain which comes to the aging individual 
because of his illness, his reduced activity, his altered 
economic status, or because he is displaced by a younger 
person and rejected by society. As I said, this is not 
a pretty picture. 

Why is it important to study this picture? Dr. 
Hatfield has told us about the increasing population 
and the rapidly growing segment of older people in our 
population. Dr. Littlefield could have spoken to us, had 
time permitted, of increased mental illness that affects 
some of these aging people. The radiologist could have 
told us things that could have been done earlier in the 
individual’s life to detect changes when they could have 
been reversed. And the internist could have told us of 
the importance of treating geriatrics as a part of medi- 
cine generally and not as a separate specialty. 
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Why do we have these geriatric problems? Ad- 
vances is science, sanitation, and medical practice have 
eliminated in large measure deaths in babies and young 
people, so we have more people living to an advanced 
age. There has also been increased productivity on 
farms and in factories, with more foods and more 
medicines, more transportation, and more gadgets to 
lessen the chores of daily work. All these have added 
to the life span of our people, and these added years 
should be abundant in health, usefulness, and content- 
ment. Instead, what do we find? Too many people who 
have reached the age of 65 are sick, forgotten, unwant- 
ed, and in need, with little that they can do for them- 
selves. 

Increased longevity among our general population 
has led to many unsolved problems which are matters 
of concern to older people, to physicians, to social agen- 
cies, and to others entrusted with the care of old people. 
These problems extend beyond the doctor’s consultation 
and examination rooms to encompass the entire world 
in which we live. 

At this point someone is likely to say, “Well, let’s 
be practical about this.” What does that mean? Try to 
project yourself into the older person’s place. He has 
declined in physical and mental fitness, and this decline 
reduces his productivity at work, the one thing that 
has given him social and economic security over the 
years. But no matter whether his productivity has de- 
creased or not, it is now prevalent employment policy to 
retire him at a given chronologic age. With this rejec- 
tion the aged person is faced with the peculiar problem 
that, at a time when his earning power is at its lowest, 
his medical needs are often greatest. Because of the 
chronologic age that forced his retirement from gainful 
employment, he is deprived of the opportunity to pur- 
chase medical, hospitalization, and accident insurance 
with which to meet those needs. Once his pension is 
fixed it is seldom raised. The cost of his living and the 
cost of his dying are constantly increasing. There is no 
place for him at work, and there is too often no place 
for him at home. 

Older people, therefore, are in a strange position. 
High taxes have made it virtually impossible for them 
to set aside adequate reserves with which to meet the 
demands of later life. Increasing medical expenses, due 
largely to rising costs of hospital care and medications, 
are forcing many unwilling people to seek public as- 
sistance. 

How has all this come about? As I see it, aging 
persons are temporary and insecure survivors of stress 
situations in which they live. Their environment is a 
sort of daily jungle warfare that has extended out of 
man’s prehistoric past into the present. In this daily 
life people compete with each other for material, for 
money, and for power. These human experiences ex- 
tending from man’s prehistoric past continue to domi- 
nate his modern-day existence. Of these, fear is a 
predominating and destructive intrinsic force. It is 
something that is created and continues to exist within 
the individual’s own mind. In my opinion it serves 
as a catalyst to bring together many forces that precipi- 
tate disease and hasten the aging process. I associate 
fear with the complaint of chronic fatigue, that fatigue 
of which the patient is never free, that is with him in 
the morning after a long night’s rest. Chronic fatigue 
is a building stone for the degenerative diseases and 
for the handicaps those diseases bring to the older per- 
son in the period of his retirement. 

Factors other than fear and chronic fatigue which 
contribute to the older person’s difficulties are nutrition- 
al deficiencies, contaminations in his environment, par- 
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ticularly the air, water, and soil, and the lack of knowl- 
edge about himself and his health needs. 

For too long the care of the aged person has been 
left to institutions; the doctor was not interested, For 
too long the public has been prone to ignore the prob- 
lems of our aged people, so that they were not viewed 
as ailing individuals with social and economic problems 
that could cause or aggravate their medical needs. With- 
in recent times recognition has been given to three im- 
portant interrelated needs in old age which require 
study, understanding, and help from many sources. 
These needs are maintenance of health, satisfactory so- 
cial adjustments, and an adequate income. These needs 
press for solution and action by many voluntary and 
governmental agencies concerned with health care of 
older people. 

A study of the problems of aging leads to two 
major premises: First, older people have needs that 
are common to younger people. In addition, they have 
special needs because they are older and aging and have 
acquired battle scars from the impact of their experi- 
ences and their environment over a life span. Second, 
there are positive roles for older and aging persons 
through which they can continue to make valuable 
contributions to human society. These roles can pro- 
vide them with opportunities for continuing satisfaction 
in health, usefulness, and contentment in their extended 
years on this earth. 

Any program for solution of these problems, 
whether in your office or on a wide scale, must be di- 
rected to helping that person gain the satisfying sense 
that he is well and is wanted. It must be directed to- 
ward preservation of physical and mental health and 
rehabilitation of the individual, including maintenance 
of income, adequate living arrangements and family re- 
lationships, opportunity for education, civic participa- 
tion, and recreation. 

I have arranged these services into two categories: 
(1) The impersonal objective methods that include 
those services provided by voluntary and nonvoluntary 
health agencies, and (2) the personal subjective health 
care that the patient himself seeks from his physician. 

Happiness and comfort in old age depend largely 
on recognition by society of the potential contributions 
to human progress inherent in an individual living long 
enough to acquire wisdom and to apply it to healthy 
contented living. The physician’s responsibility is to 


help the patient himself and his community to take the » 


fullest possible advantage of his reserves so that they 
will last as long as possible and to prevent, control, or 
retard chronic or long-term illness. To accomplish this, 
the physician and patient must work together with com- 
munity health services. Only in this way can the pat- 
tern of the older person’s life be such that he gains the 
best and fullest opportunities for which the good Lord 
intended him. 

Dr. DrEssLER: Now that we have concluded our 
formal presentations I would like to raise various ques- 
tions for discussion. I have heard it said that aging is 
an inevitable evil. Do you agree with that? 

Dr. LitTLeFIELD: I would be willing to say that 
aging is inevitable, but I would not say that it is evil. 
It does not have to be an unhappy period. If we project 
ourselves into the place of an aging person and ask how 
he feels, we may be able to build a program to help 
these people, with the assistance of the community, the 
relatives, and all other sources. This has to be total 
treatment, and sometimes nonprofessional individuals 
are more skilled than professionals. For instance, a 
doctor who does not like aging people should certainly 
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Evaluation of pain in the elderly 
patient may be difficult 
because of the anesthesia of 
senility. Multiple degenerative 
changes also make the chronic 
sufferer less alert to the symptoms 


of acute disease 


stay away from them because he will do more harm 
than good. 

Dr. Levitt: I think it depends upon your view- 
point whether aging becomes an inevitable evil. My 
father is living at the age of 87; he is well and happy 
and busy. In my discussion I presented a morbid pic- 
ture purposely, but I don’t think that old age has to be 
evil and I think there is a positive side to the problem. 
If the individual can be helped to gain or retain for 
himself some of the hopes and dreams of his younger 
years; if he can gain and hold the respect and love of 
others ; if he can be certain that he will not be a burden 
in the event of illness; if he has something to do that 
is useful, I cannot visualize his old age as being evil. 

Dr. Dresser: Perhaps we might present the op- 
posite proposition that aging is a part of living. Do 
you like that better? 

Dr. LittLeFIeLp: I am in very definite agreement 
that living can be either pleasant or unpleasant and that 
it depends on how well the aging person is’ protected 
from stress situations. If the community, the doctor, 
the relatives, and everyone in this total program of 
treatment have an understanding of the needs of the 
aging person and of the threats to him, they will be 
more capable of providing opportunity and interests 
and the other things that are necessary to decelerate the 
stress situations so that they do not increase to the 
point of causing psychosis or other conditions associat- 
ed with rapid regression or even slow regressive 
changes of the patient to an infantile type of behavior. 

Dr. Levitr: I will agree with your proposition, 
Dr. Dressler, and I do believe we can have something 
to do with making it positive living, if we are courage- 
ous enough. I would like to suggest that we not con- 
sider a person of a certain chronologic age as being old. 
I think that as a profession and individually we should 
do everything in our power to encourage industry, la- 
bor, and other groups to take a new look at the employ- 
ment situation and the forced retirement of individuals 
because of chronologic age. I think we should also take 
a look at means whereby individuals during their em- 
ployment period can accumulate for themselves suffi- 
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cient reserves with which to purchase an annuity or 
to plan so that they can take care of themselves when 
the period of retirement arrives or when earning power 
is reduced. I think we must do a big job in promoting 
the concept of preventive medicine. If we do all of 


Chronic fatigue is a building stone 
for the degenerative diseases and for the 


handicaps that come to the older person 


these things and more, we have accepted the premise 
that aging is a part of living, a part of pleasant living. 

Dr. DressLer: If we accept this proposition that 
aging is a part of living, perhaps there are some facts 
that deserve further consideration. Retirement, for in- 
stance, seems to have the greatest sociologic impact. 
What are your views on retirement ? 

Dr. Duin: I think there would have to be clarifi- 
cation as to whether it is retirement from vocation, 
avocation, or play. Unless the individual has been pre- 
pared mentally, physically, and socially for retirement 
from his usual activity at the age of 55, 60, or 65, he 
will not have a happy twilight time of life. We have 
neglected throughout the years to educate people to 
enjoy life. We have taught them only to compete. 
Then suddenly we cut them off at the end of 35 years 
or so of an active life and we cannot expect them to 
be happy. Instead of retiring these people we should 
take advantage of their years of experience, their men- 
tal abilities, and their knowledge, whether the old per- 
son is a plumber, a day laborer, or a teacher. They 
all have something to offer the rest of us. 

Dr. LirrLterietp: I am in agreement with Dr. 
Dubin. However, I feel that action should definitely be 
a part of the retirement program. Dr. Howard Rusk, 
who is probably one of the leading men on rehabilita- 
tion in the country, has this motto in his rehabilitation 
laboratory: “Action absorbs anxiety.” It is important 
that elderly people do not have anxiety. While prepara- 
tion for retirement is necessary, it does not mean prep- 
aration for a life of being idle and thinking about one’s 
self. 

Dr. Hatriecp: I think we have to consider retire- 
ment as one of the vices of our changing times. I can 
remember very distinctly the time when a man or wom- 
an who had reached the age of what should be retire- 
ment still had little useful duties to do around the home, 
but with changing conditions and more crowded living 
conditions those duties have been taken away. I think 
that the feeling of not being needed and, worst of all, 
the feeling of not being wanted are the greatest draw- 
backs to retirement that we have today. And I think 
that industry is at least partially at fault in this. We 
have made it possible for industry to hold out the rosy 
apple of retirement for everybody at a certain age and 
now we realize that this is not a good thing. I believe 
that industry must rearrange its thinking so that it 
can take advantage of the maturity of its employees. 
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Dr. Levitt: I think of retirement as a change of 
pace, a change of work, a change to doing things long 
put off, a change to doing things that one has always 
wanted to do and never had time to do. I certainly 
don’t*think of retirement as inactivity, because I con- 
sider activity as necessary to life. I believe that retire- 
ment needs preparation psychologically, physically, fi- 
nancially, and, above all, spiritually. Without the last, 
none of the others can be accomplished. 

Dr. DePerris: I feel that retirement should be 
restricted to people who are physically or mentally in- 
capacitated for work. Retirement for the healthy indi- 
vidual is probably one of the most aging factors known. 

Dr. Hosss: I would not agree altogether. I be- 
lieve that a man might retire successfully at a relatively 
early age if he has some other interest that he can be- 
come actively engaged in for financial gain or otherwise. 
I think there is a difference between retirement and 
hibernation. If one has something that one can be ac- 
tively engaged in and happy in working with, I think 
the problem would be solved for that person. It is the 
man who works a long day at uninteresting employment 
during most of his life and has not acquired a hobby 
or outside interests who is in a very bad situation when 
it comes time to leave his job. 

Dr. Dress_er: It would seem that we have here 
an analogy between retirement and euthanasia. I un- 
derstand that euthanasia, the procedure of putting in- 
curables out of their misery, is designed more for the 
person sitting alongside the bed than for the individual 
who is in the bed. Often retirement is something that 
is forced upon an individual rather than something of 
his own choosing. Perhaps you might substitute for re- 
tirement such things as hobbies, part-time employment, 
and education. There might be such things as setting 
apart building facilities for older people, or perhaps 
they might engage in politics. It might, in fact, be in- 
teresting to have some political leaders with interests 
in the welfare of society. 

Here is another proposition that I would like to 
place before you. Is there a sense of shame rather than 
of pride with aging? 

Dr. LittLertELp: I feel that there is a sense of 
shame in the insecure individual as he goes through 
this process of aging. I think this could be laid at the 
doorstep of the community because of their lack of 
understanding of the older person and their interest in 
younger groups. This very act of forgetting, of rejec- 
tion, does bring some sense of shame unless the indi- 
vidual has a very strong, stable, well-organized series 
of defense mechanisms to take care of his own person- 
ality, and this is a rarity. 

Dr. DressLer: Does aging occur from within or 
is ita process from outside the body ? 

Dr. DePetris: The true biochemical tissue change 
in aging has not been determined, but the endogenous 
theory of aging appeals to me, particularly on the basis 
of considering the individual past 60 as belonging to a 
third sex. 

Dr. Hosss: I think it is an interesting theory that 
has been postulated that the radiation to which we have 
all been exposed all our lives might have some effect 
on the aging process and that if we had some type of 
insulator this might be slowed down. It also has been 
postulated that this radiation might be the background 
for the mutations that have resulted in changing strains 
down through the years. 

Dr. DressLter: There is another facet of aging 
and the aged that has touched me very closely. I have 
seen under the most pathetic circumstances exaggerated 
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forms of acute gangrenous appendicitis in elderly per- 
sons. What are your views on this? 

Dr. Hatrietp: I have already touched on this to 
some extent. One reason why we have some bad times 
with appendicitis in an elderly person is the obstruc- 
tive factor. The patient has become more or less accus- 
tomed to a mild discomfort in his abdomen for a good 
many years and has successfully weathered many 
storms. He may have an acute attack that he will at- 
tribute to almost any condition other than appendicitis, 
and he will do almost anything but call a physician. So 
often, before we ever see him, the patient is in a state 
of acute peritonitis or has a walled-off abscess. It is 
really a matter of failure of the patient to complain or 
to convey his distress to his family or doctor. 

Dr. LITTLEFIELD: It is amazing the types of medi- 
cations some old people will put into their mouths for 
relief. These people are going to take medicine by 
mouth regardless of circumstances; of course, if they 
take the right type it is not going to do too much harm. 

Dr. Dresster: I fear that too often these elderly 
people are living under such sociologic circumstances 
that they dare not complain when they are ill. Another 
factor to be remembered is their lowered threshold for 
pain, the anesthesia of old age. 

Then there is the question of prophylactic surgery. 
Is it not true that older people tolerate prophylactic 
operation or any operation remarkably well? 

Dr. Hatrietp: Old people do tolerate surgical 
operation remarkably well, and I do not give all the 
credit to the surgeon. In the first place, in most parts 
of the country, where hospitals are well organized, we 
have the services of excellent internists and anesthesi- 
ologists. Also, the anesthetic agents available now are 
much more favorable than the ones we used when I 
first went into practice. The antibiotics have aided us 
materially, and probably one of the most important 
things is recognition of the fact that early ambulation 
is of immense value. 

Dr. DressLer: Have you ever seen cancer of the 
gallbladder without gallstones ? 

Dr. HatFieLp: No. 

Dr. DressLterR: Nor have I. Therefore, in line 
with our reasoning, is there not a field for surgical 
prophylaxis in older people, whereby operation for such 
disorders as cholelithiasis and hernia might be consid- 
ered required rather than elective? Would it not be to 
everyone’s advantage if we should ferret out these pa- 
tients and operate upon them promptly at our leisure 
and conveneince, so that their conditions do not become 
emergencies ? 

Dr. Hatrretp: My personal opinion is that we 
owe it to the patient and to the patient’s family to warn 
him of the possibility of later emergency. Gallbladder 
operation 5 or 10 years before the cancer age may safe- 
guard that patient. I think statistics show that about 2 
per cent of all gallbladders having stones do ultimately 
become cancerous. 


As far as hernias are concerned, certainly they are 
lower in cost and cause fewer trials to the family and 
to the patient when elective repair is made rather than 
when operation on a strangulated bowel with resection 
of the gut becomes necessary. I believe that the average 
surgeon does try to educate the public on this condition. 

Dr. Dresser: Now I would like to ask if it is 
possible by therapeutic means to delay the process of 
aging? 

Dr. DePetris: At the present time I know of no 
specific therapeutic means to delay the process of aging. 
I think definitely that vascular diseases are a factor in 
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increasing the aging of tissue and that if we could find 
a way to decrease this, life expectancy in general would 
increase as it did with the advent of antibiotics. 

Dr. DressLer: The question has come from the 
audience: Is there danger of producing feminizing 
effects by giving testosterone to a male? 

Dr. DePetris: Some feel that testosterone is con- ° 
verted into estrogen in the body to a certain degree. I 
have never seen testosterone produce feminizing effects 
in my patients. 

Dr. Dresser: I am not conscious that the central 
nervous system shares the same mechanisms of wear 
and tear as other organs, for instance, the kidney and 
liver and perhaps the other somatic structures. What is 
your feeling about that? 

Dr. LirtLeFreLD: There has been a great deal 
written to the effect that the cortex and pyramidal 
tracts are not affected to any great extent in aging. 
Most ofthe signs in aging are extrapyramidal in origin, 
such as changes in gait, loss of movement, slowing, and 
so forth. The question is: Is all of this due to organic 
degenerative change, or does the elderly person walk 
around like this because he feels dejected and rejected ? 
I feel that both of these factors are present. The psy- 
chologic factors definitely have a great deal to do with- 
the way a person walks or moves or thinks. 

Dr. DressLer: I believe that life can be defined 
as oxygen cycle; while the oxygen cycle continues 
we live, and when it diminishes we die. Is it your im- 
pression that this is one of the mechanisms of aging, 
that is, the decreased ability to deliver oxygen through 
the vascular system? Or would you presume it to be 
one of the hazards of aging? Or is it part and parcel 
of this biologic phenomenon we know as aging? 

Dr. DePerris: I believe that the increased periph- 
eral vascular resistance is a factor in increasing the 
work load of the heart by about 1 per cent for each 
year, which parallels the decrease in cardiac output of 
about 1 per cent per year. The tissue metabolic life 
level has been estimated to decrease only about 0.5 per 
cent per year. If it were a decrease in demand on the 
cardiac output that produced this decrease, it would 
seem more logical that the tissue metabolic level would 
decrease much more than that. Increased peripheral 
vascular resistance puts an increased work load on the 
heart. If this vascular resistance could be decreased, I 
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think there would be a marked difference in our find- 
ings. Atherosclerotic diseases are probably not part of 
the aging process, but they are so common it is quite 
impossible at the present time to separate what is due 
to aging from how much of aging is due to a decreased 
blood supply at the cell level. If we could decrease the 
generalized peripheral resistance in these individuals 
we might actually increase their life span. 
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Dr. Dress_er: Does physical training slow down 
aging ? 

Dr. DePetris: Absolutely. It has been shown 
that if an average 40-year-old man is in a competitive 
exercise with a 60-year-old man who is physically 
trained, the 60-year-old man will perform much better 
than the 40-year-old. Actually the only change that has 
been shown to occur in skeletal muscle with aging has 
been the atrophy of disuse. I feel that constant, well- 
coordinated training would actually slow aging. 


Dr. DressLer: We have come again to recon- 
sideration of our objective in medicine. What are we 
up to? What are we trying to do? Our objective must 
be to help man to live his full life span in health, com- 
fort, and happiness, at peace with himself, his neigh- 
bors, and his Maker. We are extremely grateful to all 
of you for participation in this discussion of aging and 
the aged and their problems and difficulties. I hope that 
you all have received some benefit from the points 
brought out by our panelists. 


Hormonal CON TROL of LABOR with 
RELAXIN ana OXY'TOCIN* 


LESTER EISENBERG, D.O., M.Sc. 

Associate Professor, Department of Obstetrics and Gynecology 
Philadelphia College of Osteopathy 

Philadelphia, Pennsylvania 


A BASIC OBSTETRIC PROBLEM which has 
claimed considerable professional attention over the 
years has been the facilitation of labor and delivery. 
Even in the misnamed normal delivery, the possibilities 
of maternal and fetal injury are real. These hazards 
are multiplied many times when delay complicates the 
course of labor. 

From the mechanical viewpoint the process of 
parturition seems to be fundamentally the result of in- 
creased pressure at the fundal end, due to the onset and 
maintenance of organized uterine contractions, and de- 
creased pressure or resistance at the cervical portion. 
Childbirth, in one phase, is that which is resolved from 
the opposition between the forces of assistance and the 
forces of resistance. 

Facilitation of the passage of the fetus can, in 
theory, be accomplished by increasing the power of the 
propulsive forces if adequate cervical relaxation is 
present, or by increasing the extent of cervical dilata- 
bility and relaxation if adequate propulsive forces are 
available. 

To date, most of the attempts at facilitating labor 
and delivery have been made by increasing the force 
of the uterine contractions. The use of oxytocics, thy- 
roid extract, calcium, estrogen, and/or the process of 
stripping or rupturing the membranes in this phase 
of obstetrics has been well documented. With these 
methods the unpredictable factor of the intensity of 
uterine response carries many dangers. Delivery finally 
depends on the enlargement of the canal to accommo- 
date fetal passage. When the opening is insufficient or 
the dilating mechanism is inefficient, as in episodes of 
inadequate relaxation or cervical dystocia, further 
stimulation of uterine contractions may result in ma- 

*Presented at the annual meeting of the American College of Osteo- 
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ternal or fetal damage: retropiacental hemorrhage, 
uterine or cervical laceration with hemorrhage, or cer- 
ebral trauma of the fetus of a physical and/or chemi- 
cal nature. 

In theory, the alternative to this general procedure, 
causing an increase in the relaxation of the cervical 
portion of the uterus, is not attended by the possibilities 
of the above noted undesirable effects. Relatively little 
has been done to solve that aspect of the problem, al- 
though a few reports have appeared concerning the 
use of antispasmodics and sympatholytics. My expe- 
rience with these drugs has not been generally satisfac- 
tory although there have been several instances in which 
they have been useful. 

The hormone relaxin has been described by Hisaw 
and his associates*~* as an agent whose effects are point- 
ed towards relaxation of the symphysis pubis. Graham 
and Dracy* in 1953 described a softening and relaxation 
in the bovine cervix in connection with its use. The 
demonstration that its titer in the pregnant human nat- 
urally increases until childbirth and then falls abruptly 
indicates that it may participate in the hormonal control 
of parturition.® On the basis that relaxin is a normally 
secreted hormone of pregnancy and that, from animal 
studies, it appears to cause relaxation of the cervical 
portion of the uterus, it was suggested the hormone 
might be used in the facilitation of human obstetric 
labor and delivery. 


Technic and clinical response 


The relaxin used in this continuing study was the 
purified preparation, Cervilaxin.+ It is supplied in 2 
ml. ampules containing 20 mg. per milliliter, equivalent 
to 4,000 guinea pig units of active material. Two ml. 
(40 mg.) of relaxin were diluted to 250 ml. in saline 
and administered by intravenous drip through one arm 
of a Y-tube apparatus. The initial rate of administra- 
tion was 6 ml. per minute for 10 minutes; it was then 
reduced to 3 ml. per minute. 

Concomitant with the change of rate the mem- 
branes were surgically ruptured, if available, and an 
oxytocin infusion started if needed. The oxytocin infu- 


tThe Cervilaxin used in these studies was supplied by Research Di- 
vision, National Drug Company, Philadelphia. 
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sion contained oxytocin injection, U.S.P., 0.1 ml. 
diluted to 250 ml. in saline. 

The only changes made in the choice of diluents 
was in the use of a water-glucose solution in patients 
with a known pregnancy toxemia. 

All the cases reported herein were examined and 
managed by the author, in the manner described below, 
in conjunction with the attending physician or with the 
residents in obstetric and gynecology surgery at the 
Hospital of the Philadelphia College of Osteopathy. 

There was no selection of cases; every obstetric 
patient offered, in whom it was desirable to facilitate 
labor and delivery, was submitted to the described test 
with relaxin. The patients were examined per vagina 
by the first examiner, who noted station of the present- 
ing part and direction, consistency, dilation, and efface- 
ment of the cervix. The second examiner followed im- 
mediately as the intravenous infusion of relaxin was 
started. Vaginal palpation of the cervix was continued 
for a minimum of 10 minutes. During these 10 minutes 
of study the decisions were made whether to rupture 
the membranes surgically or to start the oxytocin or 
permit the patient to progress only with relaxin. At the 
time of the initial examination the patients were cate- 
gorized as follows: 

1. Prodromal phase: Presenting part at the inlet 
or at any lower station. Cervix hard, from beginning 
to 2 cm. dilatation, from beginning to almost complete 
effacement, and irregular, weak, and ineffectual uterine 
contractions. 

2. Uterine dysfunction: Presenting part engaged 
or partially engaged. Cervix hard and tense with 3 to 
6 cm. dilatation, and active labor with evidence of de- 
layed cervical dilatation. 

3. Induction of labor: Station of the presenting 
part and condition of the cervix secondary to the indi- 
cations for the induction. 

4. Active labor: Cervix dilated 4 cm. or less, pre- 
senting part partially or fully engaged, and moderate 
uterine contractions with evidence of progress. 

After the initial 10-minute examination, the pa- 
tients were frequently examined per vagina during the 
course of management in order to detail the effects of 
relaxin on the cervix and the course of labor. 

The first indication of cervical response to relaxin 
can be noted by palpation in 3 to 4 minutes; this is a 
change in the consistency of the cervix in isolated areas 
of the portio wherein definite softening occurs. In the 
next several minutes these sites become confluent, and 
usually in 10 to 12 minutes the lower portion of the 
cervix is soft and dilatable. 

As labor progresses the cervix undergoes many 
changes before effacement and ample dilatation become 
significant. During effacement there is a persistent 
knife-like ridge in what corresponds to the squamo- 
columnar junction of the cervix. Usually effacement 
will not proceed beyond 75 per cent until this ridge is 
obliterated. Posteriorly, in the midline, a section re- 
mains firm; this is the last area to become soft. This 
section is several millimeters in diameter, and it may 
be this which holds the cervix pointing posteriorly until 
its relaxation permits the cervix to be directed an- 
teriorly. W.ken the dilatation approaches 2 to 3 cm., 
portions of the cervix have a gritty or granular sensa- 
tion. Dilatation usually will not advance until this 
tactile finding disappears. 

A most unusual finding is the apparently soft or 
“ripe” cervix that becomes more flaccid under the influ- 


tDrs. G. Richard Hartz, Stephen J. Kovacs, Jr., and Joseph R 
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ence of relaxin. Furthermore a cervix which is soft 
will become tense as a contraction of the uterus goes 
through the increment and acme phase. With the intra- 
venous administration of relaxin, the described soften- 
ing changes can be palpated during the subsequent con- 
traction. 


Results and discussion 


Having ascertained the effect of relaxin upon the 
cervix in the pregnant human, it remains to determine 
what clinical applications can be made of the exogenous 
substance. Cervical softening and dilatability resulting 
from the use of relaxin parallel the findings in early 
labor and are often the factors needed to solve the 
problem of delayed progress of labor due to uterine 
dysfunction or cervical dystocia. The case reports col- 
lected from the unselected group of patients who were 
managed by the technic described above were sub- 
grouped to study the over-all effects of relaxin upon the 
course of labor. This study covers two of the four 
groups of patients: those in the prodromal phase of 
labor and those in whom labor was induced. The gen- 
eral conclusion indicates that relaxin has the ability to 
facilitate the course of obstetric labor. 

A total of 168 cases were personally managed dur- 
ing the period from March 9, 1957, to January 10, 1958. 
Of these, 103 are herein reported ; the remaining num- 
ber is being reserved for future analysis in the cate- 
gories of patients with uterine dysfunction and those in 
normal active labor. 

The time element reported in this study is that 
required for the first stage of labor as generally defined 
and understood.® 

Table I presents data on 49 cases where adminis- 
tration of Cervilaxin was begun in the prodromal phase 
of labor; 41 patients were multigravidas and 8 were 
primigravidas. Patients of this type were usually ad- 
mitted to the hospital with vague, irregular, and weak 
contractions. They were judged to be 24 to 48 hours 
from actual delivery. Beginning effacement and dilata- 
tion was evident in some cases. The membranes in most 
cases were intact, and there was no discomfort. Three 
cases were failures of previously attempted induction 
of labor and in 5 cases membranes had been ruptured 
in excess of 24 hours. Rather than discharge these pa- 
tients, since there were factors of fear and travel diffi- 
culties, they were submitted to the relaxin regimen de- 
scribed. 


TABLE I—PRODROMAL PHASE OF LABOR IN 
49 PATIENTS* 


Condition of cervix at 


Average time of first 


start of Cervilaxin stage of labor 
Effacement Dilatation 
2.91 hours 
25%-50% 1 cm. 1.74 hours 
75% 1-2 cm. 1.06 hours 
100% 2 cm. 0.99 hours 


*Multigravidas, 41; primigravidas, 8. 


The time elapsed for the first stage of labor in the 
41 multigravidas was 1.67 hours, ranging from 2.91 
hours in patients with no effacement and dilatation to 
0.99 hours in patients with 100 per cent effacement and 
up to 2 cm. dilatation. 

Table II offers data concerning the group of 41 
multigravidas which adds to the materialness of Table 
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I. Here it is noted that the station of the presenting 
part in 40 of the 41 cases was above the bi-ischial 
spinous diameter ; in 23 cases the presenting part was 
at station minus 1 and minus 2, and in the remaining 
17 cases it was at station minus 3 or above. The time 
average for the first stage of labor for the 8 primi- 
gravidas, referred to in Table I, was 3.28 hours. This 
series includes a case that was started with the present- 
ing part at station minus 4, posterior occiptal position ; 
the infant weighed 10 pounds 5 ounces. 


TABLE Il—PRODROMAL PHASE OF LABOR IN 

41 MULTIGRAVIDAS 
Station of presenting part 

at start of Cervilaxin 


Number of cases 


—5 3 
anil 3 
—3 9 
—2 14 
9 
0 1 
Total 41 


Average time of first stage of labor: 1.67 hours 


It was observed during the management of the 
prodromal group that the cervix became dilatable with 
minimum effort after the softening effect of the relaxin 
on the cervix became manifest. In most cases, during 
the subsequent contractions and before the administra- 
tion of oxytocin, the cervix demonstrated noticeable 
dilating changes. 

The possibility must be considered that the addi- 
tion of exogenous relaxin summates the endogenous 
source, the latter having been reported as increasing 
towards term.’ Furthermore the prodromal phase of 
labor corresponds to the beginning disruption of bal- 
ance between relaxin and progesterone; the weak 
uterine contractions became stronger after the cervical 
softening effect of relaxin was noted. This is in agree- 
ment with the studies of Steinetz and his associates.* 

Table II] presents 54 cases of induction of labor, 
all multigravidas, in whom the first stage of labor was 
accomplished in an average of 1.92 hours. The range 
was from 2.92 hours in patients with no effacement 
and no dilatation to 1.41 hours in patients with 100 per 
cent effacement and up to 2 cm. dilatation. 


TABLE III—INDUCTION OF LABOR IN 54 PATIENTS 
Average time of first 
stage of labor 


Condition of cervix at 
start of Cervilaxin 


Effacement Dilatation 

0 0 2.92 hours 
25% -50% 1 cm. 1.73 hours 
75% 1 cm. 1.61 hours 
100% 1-2 cm. 1.41 hours 


Table IV presents data of this same group re- 
ferable to the station of the presenting group. In gen- 
eral, only a few patients in this group could be cate- 
gorized as being almost ideally suited for induction of 
labor. In one case the presenting part was at station 
zero, in 11 cases it was at station minus 1, in 14 cases it 
Was at station minus 2, and in the remaining 28 cases, 
it was above that level. 
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Of the 54 patients referred to in Table IV, 11 
were noted as having the most favorable conditions for 
induction of labor. The duration of the first stage of 
labor for this group was 1.02 hours. Of these 11 cases, 
3 cases were managed under the regimen of planned 
painless parturition described by Mines and Holroyd.* 

The clinical and statistical findings are significant, 
providing evidence that the management of labor is 
assisted by the use of relaxin. Delivery per vagina is 
not merely the result of muscular efforts but rather the 
end-product of physical and hormonal balances of as- 
sistance and the lessening of resistant buffers. Sheer 
preponderance of uterine contractions to overcome the 
cervical barrier factors is in itself undesirable. The 
use of a cervical relaxant, if physiologic in its approach, 
adds soundness to the management of labor. 


TABLE IV—INDUCTION OF LABOR IN 
54 MULTIGRAVIDAS 


Station of presenting part 
at start of Cervilaxin 


Number of cases 


—5 3 
13 
—3 12 
14 
oat 11 
0 1 
Total 54 


Average time of first stage of labor: 1.92 hours 


An interesting observation was made concerning 
the usual subjective impressions noted at term. A 
secundigravida, who entered the hospital for induction 
of labor, had some doubts about the induction after the 
intravenous infusion of relaxin was started. At the 
completion of the infusion she went to a nearby restau- 
rant for lunch and returned in an hour. She was ob- 
served walking towards the hospital with a gait similar 
to a duck waddle and reported that her hips felt heavy 
“as if the baby dropped.” This is a remark made at 
term by many patients in whom, on examination, the 
presenting part is still high in the pelvis. It was the 
same in this case; the presenting part was at station 
minus 4 before and after the administration of relaxin. 
It is our belief there is a relationship between the rising 
titer of endogenous relaxin and the patient’s subjective 
symptom. 

Failures reportable in the above groups concern 
4 cases; 1 in the prodromal group and 3 in the induc- 
tion of labor group. In these patients, using the oxytocin 
dilution described, uterine contractions were inade- 
quate. They delivered without difficulty in the ensuing 
24 to 48 hours. 


One patient, not reported above, a primigravida 
aged 32, who was undergoing induction of labor under 
unsuitable conditions, had an unyielding cervix such as 
is commonly noted in the elderly primigravida. Uterine 
contractions were maintained but, despite cervical soft- 
ening, effacement and dilatation did not occur and she 
was submitted to cesarean section. 

It was noted in the above 5 cases that when 160 
to 200 mg. of relaxin were used in a 6 to 8 hour period 
the cervix became thick and soggy. This is in keeping 
with the findings of Zarrow of increased water content 
of the uterus and cervix.® 

The usual observations were made during this test- 
ing period with Cervilaxin and its effect upon the 
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parturient. No alterations in the maternal pulse and 
blood pressure or of fetal heart rate were noted. Ex- 
amination of the cervix immediately after delivery did 
not demonstrate abnormal bleeding sites or an increase 
in cervical lacerations. Fourth stage of labor bleeding 
was not increased as compared to that of patients de- 
livered without the use of relaxin. No deleterious effects 
were noted on the newborn infants. Several resuscita- 
tive problems were presented in the over-all series of 
168 cases but each of these could be traced to heavy 
sedation, difficult extractions, and cord situations. 


Conclusions 


Cervilaxin, a purified preparation of relaxin, with 
its action being a softening effect on the cervix, mini- 
mizes the retarding influence of the cervix during la- 
bor. From a physiologic viewpoint, this approach is 
more sound than attempting to overcome the resistant 
barrier by producing abnormal uterine contractions. 

Relaxin is indicated in patients during the prodro- 
mal phase of labor when it is desirable to facilitate 
labor. It may be started in patients with vague, irregu- 
lar uterine contractions if the presenting part is at the 
inlet or below. The criterion for optimal results should 
be a patient at term with at least 1 to 2 cm. dilatation 
and 25 per cent effacement. The use of an oxytocic 
would be a matter of the choice of the attending physi- 
cian after the cervix has been prepared. The first stage 
of labor can be expected to last less than 3 hours; this 
can be proportionately diminished, depending upon the 
station of the presenting part and condition of the cer- 
vix at the onset of relaxin administration. 

The use of relaxin as part of the procedure for the 
induction of labor is a progressive step because of the 
noted results on the cervix. In indicated inductions of 
labor, eliminating cases with malpresentation of the 
fetus and borderline cephalopelvic disproportion, the 
condition of the cervix is secondary to the need for 
the induction. In elective inductions of labor the best 
over-all response is achieved when pelvic conditions 
approach the ideal; when the presenting part is at 
station zero or below and the cervix is dilated from 1 
to 2 cm., the first stage of labor will be less than an 
hour. In elective inductions of labor in patients not 


> The management of abortion, both threatened and 
recurrent, remains one of the major unsolved problems 
in the field of gynecology. The literature on this subject 
abounds with a diversity of opinion, not only in respect 
to therapy, but even as to the basic statistics of these 
disorders. It has become evident in recent years that part 
of this confusion is due to the fact that patients with 
threatened or recurrent abortion comprise heterogeneous 
groups, in which the disorders may be influenced by a 
number of factors, largely unknown. Statistics on such 
a mixed population are apt to be highly misleading and 
the breakdown of clinical material into homogeneous sub- 
groups appears to be essential for further progress. 
Thirteen years have elapsed since the careful review of 
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Threatened and recurrent abortion 


having ideal findings, the first stage of labor is marked- 
ly decreased, as noted in Tables III and IV. 

In my opinion Cervilaxin should be administered 
intravenously to obtain optimal results and efficient 
control of the process of parturition. 


Summary 


The hormone relaxin, as the preparation Cervilax- 
in, was tested in 168 obstetric patients. The results of 
the study in 54 cases of induction of labor and 49 cases 
of the prodromal phase of labor are detailed in the 
report. All cases submitted for the relaxin study were 
accepted regardless of pelvic findings. Softening and 
dilatability of the cervix was constantly noted as the 
result of relaxin administration. These findings had a 
positive effect upon the course of childbirth in reduc- 
ing the time of labor without increasing the attendant 
hazards. Physiologically, its use is indicated in order 
to reduce the possibility of precarious situations oc- 
curring at the cervix during parturition. 

The method of conducting this phase of labor with 
Cervilaxin has been described and detailed palpatory 
findings on the cervix during labor has been given. Ex- 
perimentation with Cervilaxin in parturition will con- 
tinue and follow-up studies of the newborns will be 


made. 
48th and Spruce Streets 
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published figures. Indeed, it is distressing to compare 
the quality of experimental design and statistical inter- 
pretation which are considered a bare minimum in other 
fields of biological research with the general caliber of 
material considered acceptable for publication in the 
field of threatened and recurrent abortion. Joseph W. 
Goldzieher, M.D., and Benedict B. Benigno, M.D.,— 
American Journal of Obstetrics and Gynecology, June 
1958. 
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Roentgen examination of distal ESOP H AGUS, 


STOMACH ana 


DUODENUM" 


HERBERT D. FELDHEIM, D.O. 
East Meadow, Long Island, New York 


P.... ROENTGEN EXAMINATION of any 
portion of the alimentary tract requires the skillful 
combination of both roentgenography and fluoroscopy. 
There is no longer any question about which procedure 
is the more important ; the procedures complement each 
other. The examination is grossly inadequate if only 
one or the other is done. 

Fluoroscopic examination contributes to the radi- 
ologist’s impression of the functional capacity of the 
organ in question; any alteration in normal function 
is more readily apparent on the fluoroscopic screen than 
it is on the roentgenogram. Peristaltic activity and mo- 
tility are best discerned fluoroscopically ; point tender- 
ness to palpation and the presence or absence of fixation 
or rigidity on the part being examined can only be deter- 
mined during the fluoroscopic examination. The fluoro- 
scopist is often able to visualize gross lesions and many 
of the smaller lesions, determine what degree of obliq- 
uity and what position of the patient will demonstrate 
the lesion to the best advantage on roentgenograms, 
and instruct the technician who will take the films. The 
spot film device enables the fluoroscopist to take multi- 
ple views instantaneously during fluoroscopy, with 
varying degrees of compression either from the gloved 
hand or from the compression cone. 

When it comes to the fine details of mucosal relief, 
roentgenograms have a distinct advantage. They can 
be studied at leisure by the radiologist and interpreted 
in conjunction with previous fluoroscopic findings. De- 
tail is always superior on the films to that visible on 
the fluoroscopic screen. Films serve as a permanent 
record, and are therefore essential, from a medicolegal 
point of view. They are also essential for comparative 
evaluation on re-examinations, as well as for study of 
the response to therapy. For teaching purposes films 
are indispensable. It is readily apparent, therefore, that 
the roentgen examination of the alimentary tract re- 
quires the skillful combination and correlation of fluor- 
oscopy and roentgenography.* 


Distal esophagus 


Before one undertakes the roentgen examination 
of the distal third of the esophagus and the gastro- 
esophageal junction, the anatomy and physiology of 
these structures must be completely understood. Recent 

*This paper, submitted in partial fulfillment of the requirements for 
certification by the American Osteopathic Board of Radiology, was pre- 
pared during a residency under the direction of John H. Pulker, D.O., 
chairman of the Department of Radiology at Flint Osteopathic Hospital, 
Flint, Michigan. 
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investigations? have confirmed the original description 
of Lerche,* and I will use his terminology and his con- 
cept of the physiologic mechanism involved. 

The phrenic ampulla is a physiologic dilatation of 
the distal esophagus located from 1 to 3 cm. above the 
crus of the diaphragm. It is best demonstrated roent- 
genographically and fluoroscopically by a bolus of 
barium in full inspiration. The inferior esophageal 
sphincter forms the base of the phrenic ampulla. The 
upper end of the phrenoesophageal membrane is at- 
tached to the esophagus at this narrowed segment which 
is the base of the phrenic ampulla and contributes to 
the narrowing. The gastroesophageal vestibule, also 
known as the abdominal esophagus, extends from the 
base of the phrenic ampulla to the constrictor cardia 
as it passes through the diaphragm. When the phrenic 
ampulla is full the vestibule is empty and as the vesti- 
bule fills, the ampulla empties. It is important to be 
able to differentiate the mucous membrane of the vesti- 
bule from that so as not to mistake it for a small sliding 
hiatal hernia. When the vestibule is empty, the longi- 
tudinal folds are thin, parallel, and continuous’ with 
those of the proximal esophagus. When the vestibule 
is dilated, as from a bolus of barium, the mucosal folds 
are almost completely effaced and unidentifiable. When 
the vestibule is in the process of expelling its contents 
into the stomach, a thickening and exaggeration of 
the folds are observed so that they are very prominent 
and resemble those of the stomach. 


At the gastroesophageal junction is found the 
constrictor cardia, just below the diaphragmatic leaflet. 
It is at this junction that there is an abrupt change 
from the squamous epithelium of the esophagus to the 
columnar epithelium of the stomach. This is known 
as the epithelial line-and is occasionally seen roentgeno- 
graphically as a ring, and therefore is called an epithe- 
lial ring. The phrenoesophageal membrane is not seen 
roentgenographically but serves an important function 
in anchoring the distal end of the esophagus. It arises 
from the fascia of the diaphragm and divides into an 
ascending portion, which is attached to the distal 
esophagus at the inferior esophageal sphincter, and a 
descending portion which is attached to the cardia of 
the stomach at the level of the gastroesophageal junc- 
tion. On deep inspiration there is a stretching of the 
segment of the membrane above the diaphragm with a 
concomitant lengthening of the esophagus above the 
diaphragm. The segment of the esophagus below the 
diaphragm is shortened. In full expiration the reverse 
occurs, for as the diaphragm ascends, there is a stretch- 
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ing of the lower limb of the membrane with lengthening 
of the segment below the diaphragm and shortening of 
the segment above the diaphragm. 

Diagram I* will help illustrate and explain the 
mechanisms involved. 


Diagram |.—(1) Phrenic ampulla, (2) inferior esophageal sphincter, (3) gas- 


troesophageal vestibule, (4) constrictor cardia, (5) phrenoesophageal mem- 


brane, (6) diaphragm. 


Proper demonstration of the distal esophagus and 
the gastroesophageal junction on roentgen examination 
is difficult ; it requires careful technic and strict adher- 
ence to details. Fluoroscopic evaluation is unreliable 
in itself, primarily because of the speed with which a 
bolus of barium traverses the esophagus and enters the 
stomach. The oil contrast method is one technic which 
appears to have the attributes of simplicity, reliability, 
rapidity, and minimal patient discomfort.* It is per- 
formed by having the patient swallow 2 heaping tea- 
spoonfuls of thick barium, the consistency of heavy 
cream, followed immediately by 2 ounces of extra 
heavy mineral oil. Films are taken 5 minutes after in- 
gestion of the oil, with the patient in the right anterior 
oblique position on the table. It is best to center the 
polygraph tray fluoroscopically to the distal esophagus 
and take the films in full inspiration, in full expiration, 
while bearing down in full inspiration, and in a neutral 
condition. The films taken in full inspiration and ex- 
piration determine any abnormal mobility of the struc- 
tures. Full inspiration would best demonstrate a small 
sliding hiatal hernia. Varices are best demonstrated 
either in full inspiration while bearing down or full ex- 
piration while bearing down, the Valsalva and Miller 
tests.° 

An accessory procedure may be employed in doubt- 
ful cases of sliding hiatal hernia. After the stomach is 
filled with barium, the patient is placed in the prone, 
right anterior oblique position on the table, and after 
lowering the head of the table the Valsalva maneuver 
is employed. This increases the intra-abdominal 
pressure to its maximum and is occasionally successful 
in demonstrating the small sliding hiatal hernias which 
cannot be shown by any other method. 
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Esophageal varices—The roentgen diagnosis. of 
esuphageal varices depends on the demonstration of 
distended dilated veins in the distal esophagus. The 
barium mixture used must not be too thick or heavy 
to obscure these veins which must be visualized as ra- 
diolucent areas in the dense background of barium. The 
patient must have been prepared by omitting the morn- 
ing meal prior to examination. There should be no 
danger of food particles remaining in the distal esopha- 
gus to produce a confusing shadow. The patient is 
examined to best advantage in the supine position, em- 
ploying spot films during the Valsalva and Miller 
maneuvers. At the completion of fluoroscopy, films are 
taken in the anteroposterior and both oblique projec- 
tions. The varices are recognized by the presence of 
rounded, tortuous radiolucent areas within the opaque 
barium. 

Cardiospasm.—Cardiospasm is also known as 
achalasia of the cardia or the failure of relaxation of 
the constrictor cardia. It is felt to be a disorder of 
the myenteric plexus or a localized autonomic nervous 
inbalance. Whatever the etiology, it is demonstrated 
roentgenographically as an enormously dilated esopha- 
gus. Since it is a chronic condition which develops 
slowly, massive dilatation of the esophagus invariably 
occurs. The presence or absence of dilatation of the 
esophagus in a partially obstructed distal esophagus is 
important in the differentiation of cardiospasm from 
carcinoma of the distal esophagus (Fig. 1). In carci- 
noma, dilatation is minimal or absent. The obstruction 
is rigid, blunt, and irregular, with destruction of the 
normal mucosal relief ; in cardiospasm, the barium pat- 
tern is smooth, ending in a conical projection, and the 
normal mucosal pattern is well preserved. The special 
mucosal relief films, using barium and mineral oil as 
previously described, are of definite value in differ- 
entiating the two conditions. 


Carcinoma.—Carcinoma of the esophagus occurs 
most frequently in the middle third, next in frequency 
in the distal third, and least frequently in the upper 
third. It may be difficult to determine whether a 
malignant lesion of the distal esophagus has its point 
of origin in the cardia of the stomach or in the distal 
end of the esophagus. This may be of importance in 
determining the surgical procedure to employ. The 
purely esophageal tumor, particularly if an infiltrating 
type, may give rise to an annular constriction. A fun- 
gating type of growth will protrude into the lumen of 
the esophagus from one side only and present extensive 
mucosal destruction (Fig. 2). The annular infiltrating 
type of lesion will not as a rule cause extensive mucosal 
erosion or destruction. However, the infiltrating lesion 
will cause effacement of the normal mucosal pattern, 
and special mucosal relief films using barium and min- 
eral oil as described above will demonstrate a loss of 
the normal longitudinal folds of the esophagus. 


There also may be demonstrated a rather abrupt 
transition from the normal squamous epithelium to the 
malignant tissue, with the malignant tissue protruding 
sharply into the esophageal lumen. Peristaltic activity 
is absent with the walls being markedly rigid.: As the 
process progresses, ulceration may become evident ; late 
in the course of the disease, perforation into the trachea, 
bronchus, pericardium, or lungs may ensue. When ac- 
tual perforation into the trachea or a bronchus. has 
occurred, a barium (or preferably Lipiodol) study will 
disclose the typical tracheoesophageal fistula with outlin- 
ing of the arborization of the bronchial tree. If enough 
contrast material passes through the tracheo-broncho- 
esophageal fistula, there may be enough delineation of 
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Fig. | 
Fig. |. Cardiospasm, showing dilated esophagus with smooth cone-shaped 


distal portion. Fig. 2. Carcinoma of esophagus ag ag, extensive mucosal 
destruction with protrusion of fungating growth into the lumen, Fig. 3, Eso- 


the bronchial tree to simulate an actual contrast bron- 
chography.® 

Peptic ulcer —The usual esophageal ulcer is found 
in the distal esophagus just above the stomach. The 
most plausible explanation of its cause appears to be 
a reflux esophagitis with ulceration from the highly 
acid gastric juices. Another possible explanation might 
be the presence of aberrant gastric mucosa in the distal 
esophagus. Ulcers have also been found at the junc- 
tion of a congenitally short esophagus with the thoracic 
portion of the stomach. 

The roentgen diagnostic criterion is the presence 
of an ulcer crater or niche. Good mucosal relief films 
are necessary for diagnosis. Associated with the ulcer 
might be a temporary cardiospasm. 

Esophagitis —Esophagitis is a rather uncommon 
condition, resulting usually from a mechanical, thermal, 
or chemical irritation. It may be caused by the spread 
of inflammation from adjacent mediastinal tissue. It 
may be a localized manifestation of systemic disease. 
Regurgitation of acid gastric juices has been definitely 
incriminated in the production of reflux esophagitis. 
Spasm of the musculature is a common associated find- 
ing. The presence of active peristalsis precludes the 
possibility of malignancy, since in that case rigid walls 
and a lack of peristalsis would be found. There usually 
is a smooth narrowing of the walls. Mucosal studies will 
reveal preservation of the mucosal folds, and often 
there will be prominence and exaggeration of these 
longitudinal folds. All patients should have the benefit 
of esophagoscopy and biopsy to rule out the presence 
of malignancy. One of the systemic diseases which 
can involve the esophagus is the collagen disease sclero- 
derma. Peristaltic activity throughout the esophagus is 
markedly diminished or absent, and pronounced dila- 
tation is observed with a partial or even complete ste- 
nosis at the distal end. Barium will cling to the walls 
of the esophagus for hours, indicating a marked dis- 
turbance in motor activity. 
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Fig. 2 


Fig 3 


phageal hiatus hernia. Note intrathoracic position of the gastric cardia, with 
+ ean junction above the medial aspect of the left diaphragmatic 
eaflet. 


Esophageal hiatus hernia.—Templeton® classifies 
esophageal hiatus hernia, the protrusion of the stomach 
through the esophageal hiatus of the diaphragm into 
the thoracic cavity (Fig. 3), into two forms, “eccen- 
tric” and “concentric,” according to where the esopha- 
gus enters the stomach above the diaphragm. It is 
called eccentric if the esophagus enters from the side, 
and concentric if it enters from the apex. The con- 
genitally short esophagus enters from the apex. In 
acquired hiatus hernias, the esophagus enters from the 
side. Tortuosity of the esophagus is more commonly 
associated with the eccentric variety, although it may 
be found in the concentric form as a result of elevation 
of the distal end of the esophagus. The true thoracic 
stomach, which is caused by a congenitally short esopha- 
gus has to be differentiated from the hiatus hernia. 
Only in the latter is surgery feasible. The roentgen 
diagnosis of a true thoracic stomach depends on the 
demonstration of the stomach in the chest cavity above 
the diaphragm, the demonstration of the short esopha- 
gus entering the apex of the thoracic stomach, and the 
demonstration of gastric rugae within the thoracic 
stomach. The esophageal hiatus hernia is often found 
to be a transitory affair, present on one examination 
and not on the next. It behooves the fluoroscopist 
to utilize varied positions and technics to try to demon- 
strate the sliding variety of hiatal hernia. The Valsalva 
and Miller maneuvers may be attempted with the 
patient in the prone right anterior oblique position and 
with the cardia of the stomach filled with barium, or 
the patient may be asked to lean forward in the erect 
position and then increase the intra-abdominal pressure, 
or it may suffice to employ the simple expedient of 
manually exerting pressure with the gloved hand on the 
filled stomach up to the cardia with the patient bearing 
down.’ Often, however, it is frustratingly apparent that 
while on one examination the sliding hernia is easily 
demonstrated, all succeeding attempts to demonstrate it 
using all the maneuvers at one’s command will fail. 
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Stomach 


The roentgen examination of the stomach should 
begin with preliminary fluoroscopy with the patient in 
the erect position. The chest and abdomen are rapidly 
scanned for any gross pathologic change prior to the 
ingestion of the opaque meal. The stomach air bubble 
is checked for any evidence of deformity or encroach- 
ment. The patient is then instructed to take one big 
swallow of the barium mixture. The barium is fol- 
lowed down the esophagus and carefully watched as it 
enters the cardia of the stomach. The gloved hand is 
used to spread a thin coating of the barium over the 
stomach mucosa. With a thin coating it is easier to 
visualize the gastric rugae and any abnormality within 
them. A small mucosal ulceration can thus be demon- 
strated readily before a large amount of barium is in- 
gested. The patient is then rotated into the right an- 
terior oblique position and another swallow of barium 
is taken. The pliability of the gastric walls is checked 
with a gloved hand. Peristalsis is observed carefully 
on both curvatures. Spot films are taken at the first 
evidence of an abnormality. The anterior and posterior 
walls of the stomach are checked in the lateral and in 
both oblique positions. As the duodenal cap fills, the 
patient is rotated back into the right anterior oblique 
position so that the antrum, prepylorus, pylorus, and 
cap are visualized in their greatest length. Compression 
spot films are then taken of the antrum, pylorus, and 
cap. The duodenal loop is observed for any evidence 
of widening, deformity, or pressure defects. 

All findings should be immediately recorded on the 
fluoroscopic sheet and reviewed when the subsequent 
films are interpreted. A note should be made if there 
is any evidence of cardiospasm, pylorospasm, retained 
gastric secretions, hypermotility, hypomotility, or alter- 
ation in size, shape, and position of the stomach. 

Upon completion of the spot films, the patient is 
placed in the supine position on the table. The head 
of the table is lowered so as to fill the cardia and fun- 
dus of the stomach with barium. This area of the 
stomach is difficult to visualize unless this procedure 
is done. The patient is rotated from side to side while 
the observer carefully scrutinizes the cardia of the 
stomach. 

With the patient still in the Trendelenburg posi- 
tion, the Hampton maneuver is done. This procedure 
is accomplished by rotating the patient to his left so 
that the air in the stomach enters the distal stomach, 
pylorus, and cap. This gives a double contrast effect, 
with the radiolucent air sharply contrasted against a 
thin coating of barium on the mucosa. One or more 
spot films are then taken. 

The patient is then moved into the prone right an- 
terior oblique position, a serialographic tray is placed 
in position, and films are taken. On the serialograph, 
the first films should be a rapidly superimposed poly- 
graph in the right anterior oblique position, so that 
peristaltic activity on both curvatures can be recorded. 
The remainder of the serialograph is completed; the 
patient is rotated into a true lateral position for a film 
and into the prone position for a final film. A 3-hour 
motor meal film is employed for determining gastric 
motility and for information on the status of the ter- 
minal ileum and cecum. The films should be checked 
prior to the 3-hour film so that, if necessary, any ad- 
ditional films can be taken when the patient returns for 
the final 3-hour film. 


Gastritis —Gastritis is now believed to be the most 
common lesion of the stomach.* It is usually manifested 
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as either the hypertrophic or atrophic form. In the 
hypertrophic form, there is increased prominence and 
tortuosity of the gastric mucosal folds. However, it 
must be emphasized that there are a great many func- 
tional derangements other than hypertrophic gastritis 
which can thicken the gastric folds. It is felt that 
gastroscopy is essential to confirm or eliminate the pos- 
sibility of hypertrophic gastritis.® Atrophic gastritis, on 
the other hand, can usually be diagnosed on roentgen 
study by narrowing of the antrum or prepyloric por- 
tion of the stomach, pylorospasm, evidences of disturb- 
ances in gastric motility with increased gastric secre- 
tions, and diminution or absence of peristalsis. Hyper- 
trophic gastritis is not diagnosed on roentgen examina- 
tion unless actual giant rugae are present or multiple 
polypoid nodular filling defects are visualized. To call 
any other increase in rugal thickness a hypertrophic 
gastritis is not justified on the basis of a roentgen ex- 
amination alone. 

Hypertrophic stenosis of the pylorus —Hypertrophic 
stenosis of the pylorus is usually considered to be of 
congenital origin, with infants forming the vast ma- 
jority of the patients. However, there are other causes 
of hypertrophic pyloric stenosis, such as underlying 
gastritis with resultant mucosal hyperplasia at the py- 
lorus, or an ulcer at the pylorus with cicatrix formation 
and stricture. 

In the congenital variety in the newborn, roentgen 
examination will reveal several typical signs. There 
will be a gastric retention, with barium remaining in 
the stomach for abnormally long periods. The stomach 
will be enlarged with pronounced exaggeration of the 
peristaltic action. Often actual reversal of the peristalsis 
will be observed. The visualization of the elongated 
narrowed pyloric canal is considered pathognomonic of 
this condition.1° It may be necessary to employ multi- 
ple films in either the right anterior oblique position 
or the right lateral position in order to demonstrate 
the pyloric segment. . 

Gastric ulcer.—A gastric ulcer is a locaiized crater 
or excavation in the wall of the stomach. The roentgen 
demonstration of this crater, or niche as it is commonly 
called, is dependent on filling it with contrast material, 
usually barium, and throwing it into relief so that it 
can be visualized projecting beyond the normal margin 
of the stomach. The only absolute roentgen criterion 
for the presence of ulcer is the demonstration of the 


Fig. 4. Gastric ulcer, with ulcer crater demonstrated on the lesser curvature 
in prepyloric segment of the stomach. 
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Fig. 5 


Fig. 5. Polypoid fungating type of carcinoma of the stomach, Note bulky 
space-taking mass involving the fundus and pars media with marked altera- 
tion in the mucosal pattern. Fig. 6. Scirrhous type of carcinoma of the 
stomach, showing smooth annular construction of the pars media with the 
stomach assuming an hourglass configuration. 


niche. The ulcer can occur anywhere in the stomach, 
although it is commonly found in the distal portion, in 
the prepvloric segment or antrum, and along the lesser 
curvature (Fig. 4). Very commonly, an incisura along 
the greater curvature opposite the ulcer acts as a finger 
pointing directly to the ulcer. 

In association with the ulcer niche itself are vari- 
ous indirect signs of the presence of ulcer. There may 
be retained gastric secretions, pylorospasm, or disturb- 
ances in the peristaltic waves. Usually hypotonicity 
occurs with the ulcer. When the ulcer crater or niche 
is not on the lesser curvature, or near it, it is necessary 
to utilize varied oblique projections in an attempt to 
throw it into relief or profile. Also, pressure with the 
gloved hand can be employed in order to press out the 
excessive barium to visualize the crater. As the stream 
of barium enters the stomach and flows through it, its 
normal course may be interrupted or deviated by an 
ulcer crater or edema of the mucosa surrounding it. 
Occasionally, the gastric membrane will be seen to 
radiate from the ulcer crater as the spokes of a wheel. 
There may be a halo of edematous gastric mucosa sur- 
rounding the crater. This is best visualized when the 
crater is seen en face rather than in profile. 

Determining whether an ulcer is benign or malig- 
nant is a difficult problem for the roentgenologist. The 
location of the ulcer is important in differentiation. 
The majority of ulcers on the greater curvature of the 
stomach are malignant—between 85 and 99 per cent. 
Ulcers on the lesser curvature are malignant only in an 
average of about 10 per cent of cases. On the anterior 
and posterior walls of the stomach, the ulcers are ma- 
lignant in about 20 per cent of cases." 

The size of the crater may be a guide as to its 
benignancy or malignancy. A rule of the thumb is 
that in general an ulcer 2 cm. or less in diameter is 
considered benign, while one 2.5 cm. or more in diam- 
eter is malignant. However, there are many excep- 
tions to this rough generalization. 

The characteristics of the crater itself may be the 
most important of all the roentgen criteria. Benign 
ulcers are those small conical craters arising in the 
lesser curvature with little or no edematous cuff or 
halo. Also considered benign are larger ulcers that 
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show overhanging edges, protrude beyond the gastric 
wall, and show the presence of a fluid level topped by 
a cap of gas. If mucosal folds are observed radiating 
from the crater like wheel spokes, the ulcer is consid- 
ered benign. Malignant ulcers are characterized by a 
rigid gastric wall surrounding the crater, through 
which no peristalsis can be visualized. The typical 
malignant ulcer is irregular in outline and does not 
protrude beyond the gastric wall, and there is a loss 
of the normal gastric mucosa surrounding the crater. 
When a large indurated border surrounds an _ ulcer 
crater and produces a crescentic filling defect around 
the ulcer within the lumen of the stomach, it is known 
as Carman’s meniscus sign; it is considered pathogno- 
monic of a malignant ulcer.’ 

_ Gastric carcinoma.—The growth of tumor tissue 
within the stomach produces a filling defect when the 
stomach is filled with barium. Carcinoma of the stom- 
ach is generally of two types: the polypoid, fungating 
type which is a bulky, space-taking lesion growing into 
the lumen (Fig. 5), and the scirrhous type which in- 
filtrates the wall but is not necessarily a space-taking 
lesion (Fig. 6). 

Small early malignant lesions near the cardiac 
sphincter are difficult for the roentgenologist or fluoro- 
scopist to detect. The stream of barium must be care- 
fully observed as it enters the stomach for any minimal 
deviation or splitting of the stream around a small 
lesion. If a suspicious area is observed, studies can be 
made using the special gastric mucosal technics with 
barium and mineral oil. The Trendelenburg position 
must be employed to completely fill the cardia with 
contrast material. Double contrast technics done by 
having the patient follow the initial barium swallow 
with a bottle of soda pop are also helpful. 

In the body or fundus of the stomach a malig- 
nancy is more readily visualized. A filling defect is 
observed with associated rigidity of the gastric wall 
and lack of peristalsis through the involved area. 

In the prepyloric portion of the stomach, a carci- 
nomatous lesion is very likely to lead to partial and 
then complete obstruction. The stomach is usually 
large and atonic, filled with gastric secretions. Com- 
pression spot films and Hampton double-contrast films 
are very helpful in this area. 

Linitis plastica or leather bottle stomach is a carci- 
nomtous lesion involving the entire wall of the stom- 
ach. The wall is greatly thickened and almost rigid, 
with no peristalsis. The size of the stomach is usually 
decreased and mucosal folds are either obliterated or 
exaggerated and stiffened because of the underlying 
submucosal infiltration. The pylorus is typically wide 
and gaping, permitting rapid flow of the barium into 
the duodenum. 

Sarcoma.—In referring to sarcoma of the stomach, 
Hodgkin’s disease and lymphosarcoma of the stomach 
are thought of first. They are infrequently diagnosed 
on the routine gastrointestinal x-ray examination, prob- 
ably because they are so very rarely seen. When they 
are seen, they present filling defects on the stomach 
wall which simulate polyposis or carcinoma. The dif- 
ferentiation from carcinoma is very difficult on roent- 
gen examination, often impossible. The lymphomatous 
group should be suspected, however, when marked ex- 
aggeration and thickening of the gastric rugae occur in 
association with multiple filling defects and relative pli- 
ability of the gastric wall.. Often the lesion is wide- 
spread, with part occurring in the upper stomach and 
part in the lower, or there may be one in the stomach 
and another in the duodenum. It is of interest to note 
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that lymphomas respond very readily to roentgen ther- 
apy with a remarkable decrease in size in a short time, 
while a carcinoma will show no such rapid response. 

Syphilis.—Syphilis of the stomach is a rare entity, 
and the roentgenologist should consider himself fortu- 
nate to see a case during his career. Infiltration of the 
gastric walls similar to that seen in a carcinomatous 
lesion occurs, and the differential diagnosis must de- 
pend on the laboratory and clinical findings, as well as 
the patient’s response to antisyphilitic therapy. 

Gastric polyps.—Polyps are most frequently found 
in the antrum and prepyloric portions of the stomach. 
They are usually 1 to 2 cm. in diameter and show as 
round filling defects in barium studies. Peristalsis is 
smooth and regular with no interruptions. A polyp in 
the distal stomach may prolapse through the pylorus in- 
to the cap. Differentiation between true gastric polyps 
and enlarged mucosal folds seen in hypertrophic gas- 
tritis or gastritis polyposa may be impossible on roent- 
gen examination. 

Gastric diverticula.—Diverticula may occur any- 
where in the stomach but are most commonly found in 
the cardia. They readily fill with barium and are visible 
as rounded pouches protruding beyond the wall of the 
stomach. They may retain barium for a considerable 
period, and this fact may be used in differentiating them 
from gastric ulcers.*® 

Benign gastric tumors.—Benign tumors are rela- 
tively rare, comprising less than 5 per cent of gastric 
tumors. Tumors of this type are chiefly myoma, fibro- 
ma, adenoma, angioma, and the neurogenic tumors. 
They present no unusual roentgen characteristics except 
that they are intramural, noninvasive, and do not dis- 
turb the mucosal folds. 

Prolapse of the gastric mucosa.—Prolapse of re- 
dundant gastric mucosa through the pylorus into the 
cap produces a mushroom- or umbrella-shaped filling 
defect in the base of the cap. This herniation is be- 
lieved due to vigorous peristalsis in the antrum and pre- 
pylorus. It appears to occur in the older age groups, 
the highest incidence occurring in the age group 50 
through 60 years.* There is a wide variance of opin- 
ion among investigators as to the significance of this 
lesion, but many feel that it is a common cause of 
upper digestive tract distress. 

Postoperative examination of the stomach.—The 
most common operations performed on the stomach are 


Fig. 7. Duodenal ulcer, with crater seen en face on posterior wall of cap 
without typical spastic deformity, Fig. 8. Duodenal ulcer seen in profile 


Fig. 7 
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gastroenterostomy and subtotal gastrectomy. In gastro- 
enterostomy, the procedure of choice is an anastomosis 
of the stomach to the jejunum, and the surgeon will 
usually perform a posterior gastrojejunostomy for the 
best functional result. 

Only one or two swallows of the barium meal are 
given initially in order just to outline the stoma and the 
gastric mucosa adjacent to the stoma. The efferent loop 
of the jejunum should be readily visualized and a small 
stomal ulcer should best be demonstrated before exces- 
sive barium can hide the area. Additional barium is 
given, and attention directed to the manner in which 
the barium enters the stoma and jejunum. If a sudden 
gush of barium leaves the stomach through the stoma 
and distends the jejunum, producing nausea, dizziness, 
palpations, perspiration, eructations, abdominal cramps, 
fainting, vomiting, hypotension, and diarrhea, the cri- 
teria for the dumping syndrome’ have been satisfied. 
These complaints can occur at any time following 
gastric operation, usually within several days to sev- 
eral weeks; the symptoms are relieved by lying down. 
The afferent loop of jejunum should be visualized 
by a reflux flow of barium for a short distance, but 
peristalsis should promptly carry the barium into the 
efferent loop. Both loops should have the same luminal 
diameter. If there is an obstruction in the efferent loop, 
the lumen of the afferent loop will be wider, and a vi- 
cious circle will be established, with food regurgitating 
through the stoma into the stomach. 


The gloved hand should manually express enough 
barium through the pylorus to outline the cap and 
duodenal loop. During fluoroscopy spot films should 
be taken of the area of the pylorus and cap as well as 
of the stoma. 


Subtotal gastrectomy is the most common surgical 
procedure on the stomach and refers to the removal of 
approximately the distal three quarters of the stomach 
and anastomosis of the remaining portion to the jeju- 
num. With a normally functioning stoma, the first 
swallow of barium passes directly through the stoma 
into the efferent loop of the jejunum. Postoperative 
edema at the site of anastomosis, possibly due to 
surgical trauma or to hypoproteinemia, may result 
in a nonfunctioning stoma with partial or complete 
obstruction. Often spasm of the efferent loop is ob- 
served with a delay in function of the stoma. This 


along lesser curvature of the cap and demonstrated to best advantage by 
exertion of pressure with a pneumatic compression ring. 


Fig. 8 


Fig. 9. Duodenal ulcer, showing cloverleaf deformity of the cap resulting 
from spasm and edema, without demonstration of ulcer crater itself. 


often spontaneously regresses after some time. Fre- 
quently observed also is a sluggishness of peristalsis 
throughout the entire small intestine. This is believed 
to result from surgical interference with the motor or 
parasympathetic nervous system by lysis of the vagus 
nerve during surgery. 


Duodenum 


The examination of the upper gastrointestinal tract 
is not complete until a thorough fluoroscopic and roent- 
genographic examination of the duodenum has been 
made. The examination is performed in much the same 
manner as that for the stomach, except that multiple 
compression spot films of the duodenal cap are neces- 
sary, varying the compression and the obliquity of the 
projection on each exposure. The Hampton film is also 
used for double-contrast studies of the cap and duo- 
denal loop. 


Fig. 10. Duodenal ulcer, showing same case as in Figure 9, with demonstra- 
tion of ulcer crater by employing the Hampton double-contrast technic. 
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Duodenal ulcer.—Ulcer is the most common in- 
trinsic lesion of the duodenum. It is much more com- 
mon than gastric ulcer—somewhere between fifteen 
and twenty times as common. If seen in profile or 
relief, it is demonstrated as a crater or niche; if seen 
en face, unless sufficient pressure is exerted to displace 
some of the excess barium, it may escape detection 
(Figs. 7 and 8). A cloverleaf deformity of the cap 1s 
frequently seen in an acute penetrating ulcer because of 
the intense spasm and irritability usually accompanying 
such a lesion (Figs. 9 and 10). Ulcers will usually 
form a cicatrix after healing, leaving a residual de- 
formity of the cap. Mucosal folds may radiate from 
the duodenal ulcer just as from the gastric ulcer. 

The great majority of duodenal ulcers occur with- 
in 3 cm. of the pylorus, on the posterior wall of the 
cap, the side where there is no peritoneal cover. Infre- 
quently, ulcers are found beyond the cap, and they are 
referred to as postbulbar ulcers. Postbulbar ulcers occur 
usually in the proximal portion of the second or de- 
scending portion of the duodenum. Compression spot 
films are necessary to visualize them, with the patient 
in the right anterior oblique position, erect. Irritability 
and spasm of the surrounding duodenum is noted by 
narrowing of the lumen, indentation of one wall, and a 
tendency for the barium to pass rapidly through the 
involved area without clinging to the walls and outlining 
them well. 

Functional gastric disturbances, such as hyper- 
tonicity, pylorospasm, and hyperacidity are often found 
with duodenal ulcers. Many duodenal ulcers are asso- 
ciated with gastritis. 

Perforation of a duodenal ulcer may be detected 
roentgenographically by the finding of free subdia- 
phragmatic air with the patient erect. Failure to dem- 
onstrate free air beneath the leaflets does not rule out 
the presence of a perforated ulcer. 

Other duodenal disorders.—Duodenitis is an in- 
flammatory reaction of the mucosa characterized roent- 
genographically by irritability of the duodenal cap with 
rapid emptying, failure of barium to cling to the edema- 
tous mucosa, spasm and deformity of the proximal 
duodenum, absence of an ulcer crater or niche, and a 
thickening and coarsening of the mucosal folds.’® 

Carcinoma of the duodenum is very rare. When it 
does occur, it is usually in the descending limb of the 
duodenum, invading and destroying the mucosa, with 
eventual obstruction. 

Benign neoplasms are more common than malig- 
nant neoplasms, but are still relatively rare. Hyper- 
plasia of Brunner’s glands is by far the most common 
one occurring in the first portion of the duodenum and 
is characterized on roentgen examination by a cobble- 
stone or pebbly filling defect in the barium. 

Mucous polyps are occasionally seen in the duo- 
denum and can be diagnosed by the fact that they 
change position on repeated examinations. The stalk 
of pedicle is very difficult to demonstrate. A polypoid 
tumor of the antrum may pass through the pylorus and 
be visualized in the cap. Such a tumor must be dif- 
ferentiated from a true duodenal polyp; this can best 
be done by returning it to the stomach through the 
pylorus by manual pressure under fluoroscopic control. 

Diverticula of the duodenum are found frequently 
along the medial aspect of the descending limb of the 
duodenum and along the superior aspect of the third 
portion. When filled with barium they appear as round- 
ed opaque shadows with smooth margins projecting 
into the concavity of the duodenal loop. A mucosal fold 
can often be visualized in the neck. Diverticula appear 
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to fill with barium with the patient in the recumbent 
rather than the erect position. 

Pancreatic impingement. —The duodenum forms 
a C-shaped curve enclosing the head of the pancreas. 
Pancreatic disorders produce changes in the duodenum 
which can often be detected on roentgen examination. 

The earliest roentgen evidence of acute pancreatitis 
is the visualization of a rounded filling defect in the 
medial aspect of the descending limb of the duodenum, 
resulting from enlargement of the major papilla of the 
ampulla of Vater, due mainly to edema from the under- 
lying acute pancreatic inflammatory reaction.'’ Asso- 
ciated with this finding are functional disturbances in 
the duodenum with hypermotility, altered peristalsis, 
localized spasm, and a pronounced intolerance of the 
mucosa to barium, with a failure of the barium to 
spread evenly and coat the mucosa. 

Later when the pancreatic head enlarges, widening 
of the duodenal loop and pressure on its inner concave 
border with displacement of the loop to the right occur. 
Stasis in the loop may follow. In the later stages, the 
loop may become obstructed and distorted. The stomach 
may become elevated by the enlarging pancreas with 
flattening of the greater curvature and anterior dis- 
placement. 

Cysts of the pancreas characteristically displace 
the stomach forward, producing extrinsic pressure de- 
fects on the greater curvature of the stomach and 
widening the duodenal loop. Carcinoma of the head of 
the pancreas does not usually widen the duodenal loop, 
but does produce roentgen changes in the mucosa of 
the antrum, prepylorus, and duodenum, with infiltra- 
tive changes, ulceration, and distortion. If the common 
bile duct becomes obstructed, as by a tumor at the 
ampulla of Vater, a pencil-like pressure defect may be 
visualized in the immediate postbular portion of the 
duodenum or in the cap itself. A pancreatic tumor may 
produce a circumscribed filling defect in the greater 
curvature of the antrum, prepylorus, or cap. This has 
been referred to as the “pad” sign. Tumors in the head 
of the pancreas may protrude into the medial aspect of 
the descending limb of the duodenum, producing a 
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Part III 


| HE FIRST EXTENSIVE compendium on body 
mechanics, The Human Motor, by Jules Amar, was 
published in 1914. Inspired largely by the increase in 
work productivity achieved by Frederick Winslow Tay- 
lor’s! application of scientific principles of body me- 
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pressure defect resembling an inverted “3.” This has 
been called Frostberg’s sign after the investigator who 


originally described it. 


Conclusion 


It cannot be overemphasized that barium study of 
the upper gastrointestinal tract is not only of great 
value in the diagnosis of intrinsic lesions, but that it is 
of inestimable value in the diagnosis of associated 
pathologic conditions in the pancreatico-biliary system 
as well. 
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chanics to industry, Amar? (1879- ) sought to 
bring together in one volume “all the physical and 
physiological elements of industrial work.” The book 
was translated into English in 1920, but it is now out 
of print and difficult to secure. Since publication of this 
volume, countless industrial studies based on Amar’s 
principles have been published, perhaps the best known 
of which are the numerous reports of the British In- 
dustrial Fatigue Research Board and of Frank B. and 
Lillian M. Gilbreth.* This type of kinesiologic research 
initiated studies in the unexplored areas of time and 
motion. Investigations in this field have been greatly 
accelerated as a result of rapid advances in engineering 
and the development of machines so complex that the 
physical abilities of the human operator become a limit- 
ing factor in their use. Scientists working under gov- 
ernment auspices have brought together massive collec- 
tions of data pertaining to the application of scientific 
principles of body mechanics to industry, now known 
as human engineering*’ or the science of ergonomics— 
“the customs, habits or laws of work.” It is anticipated 
that attempts to solve the problems of space flight will 
provide further impetus to studies of this nature. 
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The insistence of Andrew Taylor Still (1828- 
1917) that proper structural alignment of the body is 
of vital importance in the maintenance of health and in 
the treatment of disease resulted in the development of 
osteopathy as a separate school of medicine and con- 
tributed significantly to general recognition of the value 
of manipulation in physical medicine. The most promi- 
nent advocates of manipulative treatment were the late 
James Mennell (1880-1957) and James Cyriax.*® 

Colin Mackenzie’s text’® on the medical aspects 
of kinesiology achieved great popularity early in the 
present century, but it has now been replaced by the 
book by Goldthwait and his collaborators.’ However, 
Arthur Steindler’s Kinesiology of the Human Body 
under Normal and Pathological Conditions’* seems des- 
tined to become the classic in this field. Knowledge of 
this subject is still limited, as reflected in Hooton’s 
dictum that “an adequate comprehension of bodily 
mechanics has not been achieved, as yet.”** Neverthe- 
less, information is accumulating, and some of the facts 
and theories which have been presented are both curi- 
ous and instructive. For example, it has been observed 
that men frequently sustain femoral fractures as a 
result of automobile accidents, whereas women are 
more likely to incur dislocations of the hip. This dif- 
ference is attributed to the social conditioning of 
women to sit with their knees or legs crossed, whereas 
men sit with their legs spread apart. An impact on a 
person sitting with the knees or legs crossed tends to 
drive the head of the femur out of the acetabulum, but 
a similar impact on an individual sitting with his legs 
apart tends to drive the head of the femur further into 
the acetabulum until the femur buckles and breaks.* 

As early as 1880, Wedenski demonstrated the 
existence of action currents in human muscles, al- 
though practical use of this discovery had to await the 
invention of a more sensitive instrument. This be- 
came available when Einthoven developed the string 
galvanometer in 1906.%° The physiologic aspects of 
electromyography were first discussed in a paper by 
Piper, of Germany, in 1910-1912; however, interest 
in the subject did not become widespread in English- 
speaking countries until publication of a report by 
Adrian in 1925.1 By utilizing electromyographic tech- 
nics, Adrian demonstrated for the first time that it 
was possible to determine the amount of activity in the 
human muscles at any time during movement. The de- 
velopment of the electromyograph represents one of 
the greatest advances in kinesiology. By means of this 
instrument many generally accepted concepts have been 
proved erroneous and new theories have been brought 
forth. The use of the electromyograph has become so 
widespread that it is not possible to cite even the prin- 
cipal students who have employed it and the discoveries 
which they have made. 

In the study of the physiologic aspects of striated 
muscular activity, however, one name stands as pre- 
eminent. The brilliant studies of Archibald Hill’? un- 
questionably distinguish him as the world’s leading 
authority in this field. 

Interest in the subject of posture has declined 
among kinesiologists in the United States. In part, this 
may have resulted from general acceptance by kinesiol- 
ogists that “the physiological benefits obtained from 
correction of common postural defects are mostly 
imaginary.”’® In part, it may reflect the realization 
that individual differences preclude valid generaliza- 
tions. In the words of Eleanor Metheny :’® 


There is no single best posture for all individuals. Each 
person must take the body he has and make the best of it. For 
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each person the best posture is that in which the body segments 
are balanced in the position of least strain and maximum sup- 
port. This is an individual matter} 


If, however, the study of posture should become 
popular again, the researcher almost of necessity will 
begin with the summary of the subject prepared by 
Frances Hellebrandt and Elizabeth Franseen.*° 


Perhaps much of the effort which in earlier times 
was devoted to the study of static posture is now di- 
rected to research concerning dynamic locomotion. 
Wallace Fenn, Plato Schwartz and Arthur Heath, 
Verne Inman, Herbert Elftman, Dudley Morton, and 
Arthur Steindler should be listed among the scientists 
who have made important contributions to knowledge 
concerning this phase of kinesiology.*!-*° Laurence 
Morehouse and John Cooper, McClurg Anderson, 
Thomas Cureton, and Richard Ganslen have made no- 
table contributions to the study of locomotion as well 
as other kinesiologic aspects of sports.?*-*° In all prob- 
ability, most coaches and trainers have not yet assimi- 
lated into their training programs all of the principles 
which these kinesiologists have presented. 

The use of cinematography for kinesiologic studies 
of athletes and industrial workers has become com- 
monplace. An important recent development in the 
study of human motion is the use of cineradiographic 
technics. In time, advances in technic may make it 
possible to record the complete sequence of individual 
musculoskeletal movements rather than only a fraction 
of them. A fascinating new parameter was opened 
up with the invention of the electronic stroboscope by 
Harold Edgerton. This instrument, which is capable of 
exposures as short as one-millionth of a second, can 
record in a series of instantaneous photographs an en- 
tire sequence of musculoskeletal movement. Although 
the potentialities of this apparatus for kinesiologic an- 
alysis have not yet been determined, it seems particu- 
larly promising for analyzing the various sequences of 
skilled movement. In a somewhat related field, the new 
science of aerodynamics has greatly increased our 
knowledge of the movement of objects in space through 
investigations involving the use of specialized research 
tools and artificially produced environments, such as 
wind tunnels.** 

Psychologists, psychoanalysts, psychiatrists, and 
other social scientists have recently become interested 
in investigating the psychosomatic aspects of kinesiol- 
ogy. The investigations of J. H. Van den Berg, Edwin 
Straus, Temple Fay, and Norbert Weiner may be cited 
as representative studies which have contributed sig- 
nificantly to our knowledge concerning the “why” of 
human movement.*?-*> 

According to the old psychologic theory of stimu- 
lus $)—> response, the individual is merely a com- 
munication channel between the input and the output. 
This view is not acceptable to modern psychologists, 
who contend that its proponents failed to consider the 
contribution of the individual to the circuit. Current 
theory is that through experience man accumulates cer- 
tain knowledge about his external environment, as, for 
example, how an object travels through space, and that 
the signals he receives from his kinesthetic propriocep- 
tors reveal to him how his body is responding to the 
external presentation. The individual is viewed as a 
limited capacity channel, receiving and responding to 
signals originating from internal sources as well as 
from the external display. The relative importance of 
these two types of stimuli in determining individual 


tQuoted by permission. 
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response appears to vary with practice and with the 
ease or difficulty of the required response. One of the 
chief difficulties confronting a performer is to separate 
one signal from another when they are presented in 
rapid succession. A distinguishing characteristic of a 
skilled performer is his ability to select, integrate, and 
respond only to those signals which are germane to the 
situation, that is, in effect, to filter out signals which 
are mere noise in the input circuit. The fact that 
stimuli may be correlated with each other may enhance 
the difficulty for the performer.*® 

Although extensive studies have been made con- 
cerning the nature of kinesthesis,** the findings thus 
far are meager and inconclusive ; attempts to apply the 
admittedly scanty data to practical problems related to 
the selection for and training in skilled movements 
have yielded suggestive rather than conclusive re- 
sults.***° It has been postulated that kinesthesis is itself 
a complex rather than a unit, perhaps one involving 
several loosely related functions.*® This area presents 
an enormous potential for kinesiologic research. 

The entire trend of current developments suggests 
that the kinesiologist can no longer limit his scope to 
the mere mechanical analysis of movement; he must 
consider increasingly the meaning and significance of 
musculoskeletal movements related to his special field 
of study. The human being is not an inanimate object, 
and the study of mechanical principles alone will reveal 
only a fraction of the entire spectrum—perhaps the 
fraction of least importance. Hence, the holistic theory 
professed by ostopathic physicians seems to afford cer- 
tain advantages as a philosophic springboard from 


which to approach the study of kinesiology. 
1721 Griffin Ave. 
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> In the strenuous reappraisal of medical education that 
has been proceeding so vigorously in the last two decades 
in America, the words “integrative” and “comprehensive” 
appear with great frequency. These adjectives give ex- 
pression to efforts at improvement, and they imply some 
dissatisfaction with medical education and medical prac- 
tice. The dissatisfaction is pointedly focused upon an ed- 
ucational process that has appeared too fragmented and 
upon a pattern of medical practice that is stigmatized as 
too specialistic or too technological. . . . 

I hope . . ..that, in the future, universities will offer 
more opportunity and encouragement to medical students 
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Orienting medical students toward “the whole patient” 
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to use all university resources, liberal as well as techni- 
cal, for their fuller education; that the medical part of 
the university may be less a technologically segregated 
unit; and that, as the need becomes individually apparent, 
the students may have further opportunities to overcome 
unexpected inadequacies of earlier phases of education. 
These measures would assure that the conception of the 
physician’s responsibility that is implied in the phrase 
“the whole patient” would be granted a greater chance 
of viability in “tomorrow’s medical education.” John C. 
Whitehorn, M.D., Journal of the American Medical As- 
sociation, June 1, 1957. 
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the HKLECTROCARDIOGRAPH: 


Physiologic principles and clinical applications 


ANNE RUMSEY, D.O. 


Clinical Instructor, Department of Anesthesiology 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


I... ARTICLE WILL review the significance 


of the electrocardiographic “waves” known as P, Q, R, 
S, T, and U. These letters were arbitrarily chosen by 
Einthoven to describe the record of electrical events 
occurring during the human heart cycle.* 


Functional anatomy 


A general review of the structure and function of 
the heart is necessary to proper understanding of elec- 
trocardiographic interpretation. 

The heart is a rhythmically pulsating part of the 
vascular system, consisting of endocardium, which 
furnishes blood and lymph supply for the organ; myo- 
cardium, which supplies innervation; and pericardium, 
which provides a supportive system. 

The endocardium is a smooth lining membrane 
which presents a smooth surface for contact with the 
blood, to reduce clotting and friction. When damaged, 
as by infection or infarction (an area of necrosis due 
to local anemia resulting from obstruction of circula- 
tion to the area), aging, stasis, or trauma, this surface 
provides a site for formation of a thrombus. 

The pericardium is an inelastic covering which 
helps anchor the heart, reduces friction between this 
pulsating muscle mass and its environment, and limits 
its distention during systole. The pericardial cavity is 
contained between its layers. The inner or visceral 
layer is attached firmly to the myocardium and contains 
the coronary vessels and nerves. Infarction, infection, 
or inflammation can roughen these surfaces and pro- 
duce a friction rub. 

The myocardium is the chief part of the heart wall. 
Its muscle fibers are arranged in spiral bundles and, 
when contracting to expel blood, act in a manner simi- 
lar to the wringing out of a wet rag. Each cardiac 
muscle fiber is composed of many smaller strands, the 
myofibrils. Each myofibril, in turn, consists of groups 
of molecules. The shifting of these molecules, with 
their long axes directed either across or parallel to the 
long axis of the fiber, accounts for the cardiac contrac- 
tion. 

The delicate elastic sheath which invests every 
striated muscle fiber is called the sarcolemma. In car- 
diac muscle fibers the sarcolemma is very thin and deli- 
cate. (According to Grant? there is none.) This allows 
the muscle cells to join end to end and to be connected 
by side branches, forming a syncytium. This is one of 
the distinguishing qualities of cardiac muscle fibers; 
they branch and anastomose to form a syncytial mass 
arranged in large sheets or bundles. 
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In the spaces between the syncytial myocardial 
fibers there are plexuses of blood and lymph capillaries, 
fibrous connective tissue in small amounts, and the end 
plates and terminal fibers of the cardiac nerves, as well 
as tissue fluid and small numbers of wandering cells. 
Derangement of each or any of these units is related to 
cardiac dysfunction. Change in the fibrous connective 
tissue is related to the collagen diseases. Collagen is an 
albuminoid, the main supportive protein of skin, ten- 
don, bone, cartilage, and connective tissue. A few of 
the collagen diseases are rheumatic fever, rheumatoid 
arthritis, periarteritis nodosa, disseminated lupus ery- 
thematosus, and scleroderma. 

The myocardial fibers of the atria and ventricles 
are separated by the fibrous skeleton of the heart with 
certain significant exceptions, such as the atrioventricu- 
lar bundle of specialized cardiac muscle tissue known 
as the conduction system of the heart. 

The fibrous skeleton consists of four rings of 
dense connective tissue. The four valves are attached 
to these rings, as are the atria, ventricles, arterial trunks 
(aorta and pulmonary arteries), and the interventricu- 
lar septum.* The ventricular muscular fibers, attached 
as they are to the heart skeleton, insure that the aorta 
and pulmonary artery are not shot from the heart, like 
a cork from a bottle, during ventricular systole. 

The muscular part of the interventricular septum 
arises from the lower border of the heart immediately 
to the right of the apex. It progresses upward into the 
thin membranous part, which is the usual area for 
septal defects owing to defective development of the 
membranous septum. 

The conducting mechanism is composed of a spe- 
cial myocardial tissue, with muscle fibers being inti- 
mately associated with numerous nerve cells and nerve 
fibrils. The parts of the conductive tissue are the sino- 
atrial node, atrioventricular node, atrioventricular bun- 
dle of His, and right and left bundle branches, finishing 
via Purkinje fibers into the muscular wall. A large 
number of fibers from the parasympathetic (vagus) 
nerve and sympathetic nerves (three pairs of cervical 
ganglia and the upper five thoracic ganglia) terminate 
in the immediate vicinity of these nodes.? The vagus 
releases acetylcholine which slows the impulse forma- 
tion. The sympathetics release epinephrine-like sub- 
stances which accelerate the impulses. 

The sinoatrial node (SA node) is located in the 
right atrium near the entrance of the superior vena 
cava.* This node is the normal pacemaker, spontane- 
ously originating the waves of excitation at a more 
rapid rate than any other part of the heart. These waves 
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spread in all directions through the atria. Delicate 
strands extend up the superior vena cava and down- 
ward to the atrioventricular node. The wave rate is 
about 1 meter per second and ‘the impulse reaches the 
most distant portion of the atrium in .08 second. 

The atrioventricular node (AV node, node of Ta- 
wara) sits in the septal wall of the right atrium above 
the opening of the coronary sinus (venous return of the 
heart) and near the opening of the inferior vena cava. 
It is interesting to note that the left vagus supplies the 
AV node and the right vagus supplies the the SA node. 
The fibers pass along the border of the membranous 
septum (AV bundle of His). They divide into a right 
and a left bundle branch which straddle the muscular 
part of the interventricular septum. These are the 
bundles involved in a right or left bundle branch block. 
The right and left bundle branches of His spread be- 
neath the endocardium of both ventricles. By way of 
the Purkinje fibers, which penetrate deeply into the 
muscular wall, the activation of the apex occurs. The 
wave then spreads upward to the base of the heart, 
causing ventricular systole. 


Electrophysiology 


The electrical property of living cells has been 
demonstrated by inserting a tiny electrode inside a cell 
and another on its outer surface. It was found that the 
interior of the resting cell was negatively charged as 
opposed to the outside. The concentration of potassium 
inside is fifty times greater than in the interstices 
around the cell, while the concentration of sodium is 
much greater outside the cell than inside. A resting 
cell is polarized. 

When a cell is stimulated a flow of these ions oc- 
curs. The first current that flows consists of sodium 
ions, and then the potassium current starts. This proc- 
ess is depolarization. When the potassium current ex- 
ceeds the sodium then repolarization begins, and the cell 
recovers to its resting or polarized state. 

During rest the outside of each cardiac cell is in- 
vested with positive electrical charges while inside are 
an equal number of negative charges. When the activa- 
tion wave passes through the heart these charges ex- 
change places. The muscle fibers shorten or contract ; 
this contraction constitutes cardiac systole. As soon as 
the cell is activated a reversal of this electrical process 
occurs, and the cell is again ready for another wave of 
activation. The heart has the remarkable property of 
repeating these processes each times it beats. 

The myocardium tends to remain depolarized for a 
period equal to the duration of contraction. This is 
another distinguishing feature of cardiac muscle—its 
“refractory period.” In contrast, skeletal muscle rapid- 
ly recovers its polarization and responds to repetitive 
stimulation. 

Fortunately these electrical effects are transmitted 
to the surface of the body. Here they are picked up by 
the electrodes of the electrocardiograph and converted 
into a visual image, representing a record of the elec- 
trical events that arise from cardiac activity. 


ECG principles 


The electrocardiograph measures the net current 
flowing between the electrodes. This wave may be pre- 
sented by a single electrical force, a vector. Three ele- 
ments constitute a vector: magnitude, direction, and 
sense. The electrical forces that accompany the mus- 
cular activity of the heart are vectorial in nature.° 

The standard leads of the ECG are applied to the 
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left arm, might arm, and left leg. A ground return is 
on the right leg. For the unipolar chest leads an elec- 
trode is used on the chest. From these leads are made 
the usual twelve tracings of the ECG. 

Any lead could be considered a vector. In electro- 
cardiography the term often deals with the difference 
between vectors. The bipolar standard leads represent 
a difference in potential as follows: 

Lead I=Potential of the left arm (VL) minus 
potential of the right arm (VR) 

Lead I1=Potential of the left leg (VF) minus 
potential of the right arm (VR) 

Lead I1]=Potential of the left leg (VF) minus 
potential of the left arm (VL) 

Using the same electrodes, change of the selector 
dial on the machine will give the unipolar extremity 
leads : 

aVR—augmented vector of right arm; the right 
atrium 

aVL—augmented vector of left arm; the left 
atrium in a vertical heart or the left ventricle in a hori- 
zontal heart 

aVF—augmented vector of foot; right ventricle in 
a horizontal heart or left ventricle in a vertical heart 


Adding the chest electrode gives six different views 
of the heart: 

V,—fourth intercostal space at right sternal bor- 

der ; right ventricular potential 

V.—fourth intercostal space at left sternal border ; 

right ventricular potential 

V,—between V, and V,; septum 

V,—fifth intercostal space, left midclavicular line ; 

left ventricular potential 

V;—fifth intercostal space, left anterior axillary 

line ; left ventricular potential 

V.—fifth intercostal space, left midaxillary line; 

left ventricular potential 

It is apparent that these twelve electrodes are at 
varying distances from the heart, depending upon the 
thickness of the chest wall and the amount of overlying 
lung.® In obese and thick-chested individuals, the am- 
plitude of the complexes will be reduced. It is also all 
important to determine the heart position. The anatomy 
and the conduction system of the heart should also be 
remembered—the vectors of activation begin in the SA 
node and follow the anatomic axis of the heart to the 
apex. The activation of the septum goes from left to 
right and the activation of the base turns upward. 

The front of the activation wave gives a positive 
potential or an upward deflection of the ECG. If the 
electrode faces this activation front, it will show a 
positivity in that lead. Conversely, there is a negative 
deflection after the front or when the current flows into 
the tissue. The positive charge is spoken of as the 
“source,” and the negative charge as the “sink.”® 

The stimulus which releases the necessary electro- 
motive force for activation of the heart arises in the 


sinoatrial node. The sequence of waves (Fig. 1) and 
their meanings are as follows: 
P—atrial depolarization (wave of activation) from 
impulse released by the SA node 
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—activation of interventricular septum 
—activation of ventricular walls 
S—activation of base of heart 
T—recovery wave (ventricular repolarization) 
U—weak stimulus or supernormal recovery (“aft- 
er-potential” wave) - 


Fig. 2 


The spread of excitation from the SA node to the 
AV node is in a head-to-foot direction’ (Fig. 2). The 
P wave, which records atrial excitation, normally shows 
as an upright pattern in leads I, II, aVF, and V; 
through V,. It is inverted in aVR and sometimes V, 
and V,. The P wave may be upright, diphasic, flat, or 
inverted in leads III and aVL, depending on the heart 
position. The normal P wave is 0.1 second or less and 
2.5 mm. or less. 

In right auricular hypertrophy the P wave is tall 
and peaked, over 2.5 mm. Causes are cor pulmonale, 
chronic diffuse pulmonary disease, tricuspid stenosis, 
atrial septal defect, or congenital heart disease plus 


718 


cyanosis. In left auricular hypertrophy the P wave is 
wide, 0.12 seconds or over, and bifid or diphasic. This 
is best seen in leads I, II, and V,. Causes are mitral 
stenosis, rheumatic fever with mitral disease, hyperten- 
sion, syphilitic aortitis, and aortic regurgitation. 

The slowing of the impulse before activating the 
AV node determines the P-R interval of the ECG. It 
is measured from the beginning of the P wave to the 
beginning of the next deflection. The time is 0.12 to 
0.2 second, and varies with age and heart rate. ‘ For 
adult with a pulse of 72 the rate would be 0.2 second ; 
for an infant with a pulse of 160 the rate would be 0.12 
second (each small square on the ECG paper represents 
0.04 second) ; A prolonged P-R interval indicates a first 
degree AV block. 

AV block occurs as a result of inflammatory dis- 
eases of the heart such as myocarditis, rheumatic fever, 
and syphilitic aortitis, and from digitalis. Complete AV 
block occurs if all atrial waves fail to pass the AV 
node. Then a pacemaker in the ventricle must be estab- 
lished. This would produce alterations in both the con- 
figuration and duration of the QRS complex (QRS 
shows activation of the ventricles). 

The septum, which is activated from left to right, 
is the source of the Q wave. It is always negative (a 
line pointing downward). The point where the great- 
est amount of current flows out of the muscular tissue 
has the greatest positive potential (positive electrical 
tension or pressure). This is the front of the activation 
wave and is recorded on the electrocardiogram as a line 
pointing upward, a positive deflection, the R wave. The 
point where the greatest amount of current flows into 
the muscular tissue has a negative potential. This causes 
a downward deflection of the ECG or an S (or Q) 
wave. 

The QRS complex as a whole is associated with 
the activation of the ventricles, which are normally the 
largest muscle mass. Its components may be individ- 
ually identified as follows: The first positivity is called 
R; the first negative wave followed by an R is Q; the 
negativity that follows R is called S; and when only a 
negative is present, with no R wave, the complex is QS 
(Fig. 3). 


Fig. 3 


The T wave of recovery then follows. The activa- 
tion process determines the pathway of the recovery 
process represented by T. The primary factors influ- 
encing this are metabolic and ischemic, and the degree 
of intracavity pressure. In cardiac hypertrophy the 
activation process is delayed and the T wave is propor- 
tionately more negative. It is not always pathognomonic 
when a T wave is inverted; for example, anemia, 
nervousness (an outpouring of adrenalin with transi- 
tory spasm), low basal metabolism, anesthesia, or cer- 
tain chemicals may cause inversion. Ischemic tissue 
delays recovery and the T wave is inverted. Reduced 
supply of oxygen, sclerosis of the coronary arteries, 
myocarditis, hyperthyroidism, and drinking cold water 
may also cause inversion. 
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Fragmentation of the myofibrils is an important 
feature of cardiac strain and failure. This disturbs the 
level line tracing on the ECG known as the isoelectric 
line, between the T and P. The line between the S and 
T, known as the S-T segment, should be isoelectric. An 
S-T segment deviation indicates distress in the heart 
muscle (Fig. 4). 


Fig. 4 


Conditions changing the S-T segment are angina 
pectoris, coronary insufficiency (as in shock), myo- 
cardial infarction, high intraventricular pressure (con- 
genital pulmonary stenosis), and many others. 


There is a definite correlation between the thick- 
ness of the ventricular muscle mass and the height of 
the R wave. Also conduction is delayed with widening 
the QRS complex over 0.1 second. The endocardial 
changes of injury give S-T segment deviations. De- 
layed repolarization at the subepicardial muscle is ef- 
fected, inverting the T wave. 


Clinical correlations 


Left ventricular hypertrophy.—tIn this condition 
the heart is usually in a horizontal position with left 
axis deviation. This gives a tall R wave in lead I anda 
deep S wave in lead III. If added together, the total 
deviation of these two factors is over 26 mm. The S-T 
segment is depressed and the T wave is inverted in 
leads I and II. In the precordial leads, V4, V5, and V¢ 
will show the tall R waves; the S-T segment is de- 
pressed and the T wave is inverted. The ORS complex 
will be wide—over 0.1 second (due to the thickened 
muscle mass of hypertrophy). The ventricular activa- 
tion time is greater than 0.05 second. This is measured 
from the beginning of Q to the top of R and is general- 
ly abbreviated to VAT (also called intrinsicoid deflec- 
tion time). Another addition of millimeters showing 
left ventricular hypertrophy is a deep S wave in V, 
plus a tall R wave in V; or V¢; here the total deviation 
will be over 35 mm. 

Fever, anemia, thyrotoxicosis, or other high output 
failures may increase the voltage without representing 
left ventricular hypertrophy. Causes of left ventricular 
hypertrophy are: hypertension, artericsclerotic heart 
disease, coronary disease, nephritis, and syphilitic aorti- 
tis. In ages 10 to 20, causes could be rheumatic aortic 
regurgitation and mitral insufficiency. Congenital de- 
formities included in this category are patent ductus 
arteriosus, ventriculoseptal defect, single ventricle, tri- 
cuspid atresia, and coarctation of the aorta. There are 
also nutritional and idiopathic hypertrophies which pro- 
duce more dilatation than left ventricular hypertrophy, 
without great voltage ; these are beri-beri heart disease 
and the chronic myocarditides and myocardopathies. 

Right ventricular hypertrophy.—Causes are chronic 
diffuse pulmonary hypertension and back pressure via 
the pulmonary arteries into the right ventricle. Con- 
genital heart defects related to this condition are tetral- 
ogy of Fallot (pulmonic stenosis, interventricular septal 
defects, dextroposition of aorta so that it receives blood 
from the right as well as the left ventricle, and hyper- 
trophy of the right ventricle) and pulmonic stenosis. 

The heart tends to be rotated clockwise in right 
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ventricular hypertrophy. The same patterns as in left 
ventricular hypertrophy are found in the leads reflect- 
ing the right ventricle. V, has the tall R wave, the S-T 
segment is depressed, and there is an inverted T wave. 
There is an S wave in V; and V,; also a tall R wave 
in leads aVR and III. 


Bundle branch block.—This occurs with both path- 
ologic or physiologic lesions of either the right or left 
bundle branches (the specialized cardiac tissue whose 
muscle fibers are intimately associated with numerous 
nerve cells and nerve fibrils and which includes the SA 
node, AV node, atrioventricular bundle of His, and 
right and left bundle branches, and ends in Purkinje 
fibers ).° 

Any of the diseases causing ventricular hyper- 
trophy can cause bundle branch block. This blocking 
signifies a delay of excitation and an abnormal spread 
of conduction through the ventricles resulting in an 
abnormal QRS complex. Notching of the R wave gives 
the ECG an “M” pattern (Fig. 5), while the S wave 
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Fig. 5 


notching makes the pattern resemble a “W.” If one 
ventricle is delayed in activation, the time of ORS will 
be prolonged (normal is 0.07 to 0.10 second). If activa- 
tion in both ventricles is delayed, the QRS time will be 
normal but the P-R interval is prolonged (activation 
from the SA node through the atria to the middle of 
the septum). The normal P-R interval is 0.12 to 0.2 
second, depending on age and rate. 

Other causes of a prolonged P-R interval would 
be digitalis, hypervagotonia (athletes’ heart), rheumatic 
fever, myocarditis, syphilitic aortitis, and myocardial 
infarction. Prerequisites for identification of a bundle 
branch block are supraventricular rhythm including 
any one of the following: sinus arrhythmia, acute 
paroxysmal tachycardia, auricular fibrillation, auricular 
flutter, nodal rhythm, or premature auricular beats. 

Right bundle branch block is a fairly common elec- 
trocardiographic finding and may be found in normal 
persons. Pulmonary embolism or an acute exacerbation 
of some chronic pulmonary disease may produce a 
transient right bundle branch block. The ECG pattern 
is found in V,, rSR’—the “r” signifying a small initial 
positive current flowing toward the electrode of Vi 
signifying septal activation from left to right. Then 
activation of the left ventricle occurs, the current flow- 
ing away from the electrode, giving the S wave. The 
impulse then passes the interventricular septum into 
the right ventricular myocardium giving a wide R’. In 
the standard leads there is a wide S wave in lead I and 
a notched R wave in lead III; also a wide rSr’ pattern 
in lead aVR (Fig. 5). 

Left bundle branch block is seen rarely in an indi- 
vidual with no clinical evidence of organic heart dis- 
ease.!° The most common cause is hypertension. Any 
etiologic factor of left ventricular hypertrophy is also 
a cause of left bundle branch block as are chronic 
coronary heart disease, myocardial infarction in the first 
few days, syphilitic aortitis, and myocarditis. The ECG 
shows a wide R wave with marked notching and 
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slurring in the left ventricular leads or V; and V,. The 
septal activation occurs in a right to left direction, giv- 
ing the upstroke of the R wave. In the standard leads 
there is a wide slurred R wave in leads I and aVL, 
and a depressed S-T segment and inverted T wave. 
The heart position is usually horizontal with left axis 
deviation. Left bundle branch block tends to obscure 
the pattern of infarction unless the septum is involved. 

Coronary artery disease and myocardial anoxia and 
infarction—The common clinical and electrocardio- 
graphic manifestations of coronary artery disease are 
myocardial anoxia and myocardial infarction. Myo- 
cardial anoxia is a consequence of coronary insufficien- 
cy, and sclerosis of the coronary arteries is the most 
frequent cause. 

Myocardial infarction means necrosis of the myo- 
cardium from insufficient blood supply. The most com- 
mon cause is complete occlusion of a coronary artery 
by arteriosclerotic coronary thrombosis. The ECG is 
not specific for diagnosis ; the sedimentation rate, leuko- 
cyte count, carefully taken history, and clinical observa- 
tion are also important. 

There are three tissue phases in infarction: ische- 
mia (T-wave changes), injury (deviation of the S-T 
segment, making it negative from subendocardial injury 
and positive from subepicardial injury), and necrosis 
or dead tissue (eliminates the R wave, since the cells 
are depolarized and cannot be activated; therefore a 
QOS pattern results). The most powerful vector is that 
of injury; it most distorts the ECG. Shock and mas- 
sive hemorrhage give subendocardial injury. Experi- 
mental stimulation of the vagus nerve may give hemor- 
rhagic injury to the heart. Ventricular extrasystoles 
can come from dead tissue. An infarction in the sep- 
tum or apex is in general less important than those in 
the free wall. A large infarct in the left ventricular 
wall may result in heart failure. 

The electrocardiographic pattern in the left ven- 
tricular leads shows a QS pattern (no R) or deep Q 
waves, S-T segment displacement, and negative T 
waves. 

Cardiac rhythm.—A regular sinus rhythm is nor- 
mal; the P wave resulting from atrial activation is fol- 
lowed by the R wave resulting from the activation of 
the ventricles. Sinus tachycardia is a regular sinus 
rhythm (a P wave followed by an R) in excess of 100 
and under 160 beats per minute. Sinus bradycardia is 
a rate under 60 beats per minute. Sinus arrhythmia 
consists of alternating fast and slow rates. The varia- 
tions are usually related to respiration—increasing with 
inspiration and decreasing with expiration. This con- 
dition is found more commonly in children than in 
adults. 

Sinus arrest or atrial standstill are the result of 
increased vagal tone; this results from carotid sinus 
stimulation, administration of digitalis or quinidine, 
and inflammation or infarction of the SA node, and it 
also appears in vagotonic individuals. If more than a 
few beats are dropped, the AV node or the ventricle 
becomes the pacemaker, initiating nodal or ventricular 
ectopic beats. 

When there is a “wandering pacemaker,” some of 
the impulses originate in the SA node and others from 
various parts of the atria and even the AV node. This 
results in a changing P wave, in height and direction 
(inverted or upright). Causes are increased vagal tone, 
various heart diseases (notably rheumatic fever), and 
digitalis action. 

In paroxysmal atrial tachycardia, there is a regular 
rhythm (each P wave followed by a QRS complex 
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with a rate of 160 to over 200. The cause is most often 
emotional trauma, with less common causes being 
rheumatic valvular disease, thyrotoxicosis, and coro- 
nary artery disease. With a prolonged tachycardia 
signs of anoxia (S-T depression and T-wave inver- 
sion) may occur. 

In atrial flutter, there are two to four atrial beats 
to each ventricular beat, with the block occurring at the 
AV node. Causes are coronary artery disease, rheu- 
matic mitral valvular disease, and hyperthyroidism ; it 
sometimes occurs during quinidine therapy for atrial 
fibrillation; less commonly it follows trauma to the 
heart, malignant tumors of the heart, and the various 
myocarditides (infections, acute rheumatic fever, beri- 
beri). On the ECG, the many P waves give a saw-tooth 
appearance. 

Concerning atrial fibrillation (The word “fibrilla- 
tion” denotes contraction of a small fiber. In fibrilla- 
tion, the individual muscle fibers of the heart take up 
independent action, resulting in heart beats which are 
most irregular both in force and time.) : The atria are 
unable to respond to the hundreds of stimuli, so that 
there is a totally irregular rhythm. The ventricles also 
act irregularly, but much more slowly because the ma- 
jority of atrial impulses reaching the AV node are too 
weak. The most common causes for this condition are 
coronary artery disease, mitral valvular disease, and 
hyperthyroidism. The ECG shows many P waves of 
variable size and shape (f waves), and irregular QRS 
complexes from 50 to 200 per minute. Atrial fibrilla- 
tion reduces cardiac output and leads to the formation 
of atrial thrombi with a danger of pulmonary and 
systemic arterial embolism. However, if the ventricular 
rate can be kept within a normal range the prognosis 
is by no means poor. 

Atrioventricular block is classified as follows: 
First degree, a delay in conduction at the AV node 
(P-R interval over 0.2 second) ; second degree, some 
impulses reach the ventricles while others do not; and 
third degree, all the atrial impulses are blocked at the 
AV node, so that a second pacemaker takes over— 
either the AV node itself or the ventricles. Causes may 
be a defect in the AV node or bundle of His, due to 
acute infectious diseases, digitalis, quinidine, vagal 
stimulation, coronary artery disease, or myocardial in- 
farction (especially involving the right coronary which 
supplies the AV node). ECG findings are as follows: 
The P-R interval is prolonged, the QRS follows every 
second or third P wave, and the atria and ventricles 
beat independently. The P wave may be found super- 
imposed on the R wave or the end of the QRS complex. 

Ventricular arrhythmias signify intraventricular 
conduction defects, which result from disease of the 
ventricular myocardium, usually infarction. The QRS 
complex is prolonged over 0.1 second. 


Premature ventricular beats may be precursors of 
ventricular tachycardia. Digitalis toxicity may be the 
precipitating cause while the need for this medication, 
as in congestive heart failure, may be the etiology. 
Coronary artery disease or any of the myocarditides are 
associated with these premature, bizarre, or prolonged 
ORS complexes. The S-T segment and T waves are 
displaced in a direction opposite the QRS complex. 

Ventricular tachycardia is most frequently asso- 
ciated with recent myocardial infarction. It may also 
occur with hypertensive and arteriosclerotic heart dis- 
ease. This is a very serious arrhythmia and indicates 
serious organic heart disease. The rate is from 140 to 
220 beats per minute. The ECG has the appearance of 
wide, large undulations. 


Journat A.O.A. 


In ventricular fibrillation, the heart beat is inaudi- 
ble and the peripheral pulses are not palpable. The 
ECG is necessary for diagnosis. The complexes are 
rapid, irregular, and bizarre, resulting from single or 
multiple foci of discharges in the ventricles. Causes 
are electric shock, infarction, the terminal manifesta- 
tion of any organic heart disease, and hypoxia under 
general anesthesia. The prognosis is better when this 
arrhythmia occurs during operation even though the 
anesthetist cannot differentiate this rhythm from ven- 
tricular standstill without an electrocardiogram. In 
either event, prompt exposure of the heart will allow 
for immediate diagnosis and treatment.’° Epinephrine 
and ephedrine are useful in ventricular standstill and 
contraindicated in ventricular fibrillation. With an acute 
myocardial infarction, many authorities advise giving 
0.4 grams of quinidine four times daily in an attempt 
to prevent ventricular fibrillation."° 


Conclusions 


The usefulness of the ECG in surgery will depend 
upon the understanding of it. Some familiar words 
should have a larger connotation; for example: 


A thrombus can come from the damaged surface 
of the endocardium ; infarction means an obstruction of 
circulation with three tissue phases (ischemia, injury, 
and necrosis) ; heart failure is a fragmentation of the 
myofibrils of the myocardium ; fibrillation occurs when 
the small individual muscle fibers take up independent 
action and produce quite a chaos; septal defect is usual- 
ly in the membranous septum; AV’ block is present 
when the waves of activation from the atria fail to pass 
the atrioventricular node; and T waves represent re- 
polarization, with the activation process determining 
the pathway of recovery. 

Change often implies progress. Because of the 
increasing scope of surgery, one change which has ap- 
peared is a continuously recording electrocardiograph. 
This resembles a television set and is known as a car- 
dioscope or cathode-ray oscilloscope; it produces an 
electrocardiographic image on a screen. The electrodes 
are attached to the patient in the same manner as for 
an ordinary electrocardiogram. 

In surgery, t! e ECG is specifically useful in: Dif- 
ferentiating sinus bradycardia from AV block; differ- 
entiating atrial tachycardia from the serious ventricular 
tachycardia ; for all poor risk patients ; for patients with 
preoperative conduction defects; for patients over age 
35 who have congenital heart disease; and when any 


operative procedure enters the heart. 
2126 Colorado Blvd. 
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The postphlebitic 


SYNDROME* 


WALTER E. MATTOCKS, D.O. 


Long Beach, California 


| i POSTPHLEBITIC SYNDROME—what is it, 
what causes it, and what can be done about it? 

The postphlebitic syndrome is not some mysterious 
will-o’-the-wisp, but a definite clinical entity. This 
peripheral vascular ailment is common throughout the 
world. In England, it has been estimated that there are 
over 200,000 cases of chronic ulceration of the legs,’ 
and in the United States there are from 300,000 to 
400,000 such cases.2 By far, the majority of these 
chronic ulcerations are manifestations of the postphle- 
bitic syndrome. 

Venous insufficiency due to incompetent valves in 
the femoral vein as a sequela of thrombophlebitis is 
termed the “postphlebitic syndrome.” This insufficiency 
results in venous stasis; therefore, the postphlebitic 
syndrome is basically venous stasis resulting from 
chronic venous insufficiency in the lower extremities. 

In order to understand the postphlebitic syndrome, 
it is necessary to understand the normal and abnormal 
physiology of venous return from the lower extremities. 
Bauer’ aptly described the hydrodynamics of the circu- 
lation of the lower extremity by comparing its vascular 
system to a U-shaped tube. The aorta and large arteries 
form one side of the vessel’, the capillaries in the foot 
and lowest part of the leg the bottom, and the large 
vein trunks and the vena cava the other side. Hydro- 
static laws are in operation in such a vascular system: 
The pressure inside a vessel at any given level is equal 
to the weight of the column of fluid extending from 
that point to the upper end of the system, in this in- 
stance the heart level. This U-shaped vessel is always 
completely filled with blood. Each time the heart pumps 
a quantity of blood into the arterial side, the same 
amount must come out of the upper end on the venous 
side into the heart. The venous return is made possible 
because the muscles of the lower extremity act as a 
“peripheral heart,’ and because of negative intra- 
thoracic pressure associated with expiration. Each time 
the muscles of the leg contract, the blood in the veins 
is squeezed out of them, being forced upward and 
thereby emptying the veins for a short period. As the 
leg muscles relax, the blood that has been squeezed up- 
ward tends to turn in a retrograde direction; this is 
particularly true if the patient is in the upright position. 
Normally, this reflux of blood is prevented by the 
action of the valves in the veins; the leaves of the 
valves are closed by the pressure of the beginning 
reflux. 


*Presented at the annual Clinical Assembly of the American College 
of Osteopathic Surgeons, St. Louis, Missouri, October 29, 1957. 
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With the individual in the upright position the nor- 
mal intravascular pressure in the foot and lower leg is 
about 120 cm. of water, and the osmotic pressure is 34 
cm. of water,® so that the intravascular pressure is 
nearly four times higher than the osmotic pressure. 
When the muscles contract, the veins are emptied for a 
short interval, and during this period the intravascular 
pressure is nil. As the veins fill by aspiration from the 
capillaries the intravascular pressure again rises to 120 
cm. of water. In this manner, when contraction follows 
contraction, the average intravascular pressure is kept 
low. However, when any condition destroys the nor- 
mal action of the valves in the veins, there is a reflux 
of blood down the veins, and the intravascular pressure 
is constant at 120 cm. of water all the time the indi- 
vidual is in the upright position. As a result of this 
constant high intravascular pressure there is fluid filtra- 
tion from the vessels to the tissues with resulting edema 
formation. 

Thrombophlebitis of the femoral vein is the main 
cause for the destruction of its valves.* An acute epi- 
sode of thrombosis of the femoral vein also causes 
obstruction of the lymphatic system by perilymphatic 
inflammation, and lymphedema adds to the problem. 
Thrombosis of the femoral vein is followed by organi- 
zation of the blood clot and later, as a rule, by recanali- 
zation. Thrombophlebitis of the femoral vein may 
occur following operation, after an obstetrical delivery, 
following accidental trauma, or during an illness such 
as typhoid fever or congestive heart failure, which 
necessitates prolonged bed rest. If the involved femoral 
vein becomes a fibrous cord and the lumen becomes per- 
manently obliterated by fibrosis, as it does in a few in- 
stances, the postphlebitic syndrome does not occur. 
However, in a period of a few months to a few years 
the organized blood clot in the femoral vein recanalizes 
so that the femoral vein again carries blood from the 
periphery to the heart. But the valves of the femoral 
vein do not function normally because the canalized 
organized thrombus prevents the valve leaves from 
closing properly. 

Because of this interference with the closing of 


An acute episode of thrombosis 
of the femoral vein also 
causes obstruction of the lymphatic 
system by perilymphatic 
inflammation and lymphedema 


adds to the problem 


the valves there is a retrograde flow of blood down the 
femoral vein whenever the individual is in the upright 
position. This means that there is a continuous column 
of blood from the foot to the heart; it is not interrupt- 
ed at various levels by normally functioning valves. As 
a consequence, the intravascular pressure is always 120 
cm. of water. This constant high intravascular pressure 
results in diapedesis of intravascular fluid to the cellular 
structures. This causes an increase in the protein con- 
stituent of the cellular fluid and produces chronic in- 
duration of the subcutaneous tissues, eczema, dermatitis, 
and finally chronic ulceration. It is important to note 
that the sequelae of femoral thrombophlebitis are not 
seen until after the femoral vein has become patent 
again—that is, recanalized but with nonfunctioning 
valves. 

Patients who develop the postphlebitic syndrome 
will complain of easy fatigability of the involved extrem- 
ity; pain in varying degrees from moderate discomfort 
to a bursting type of pain ; and edema; particularly in the 
afternoon or after standing for any length of time. The 
leg may be chronically cyanotic and cold and clammy to 
the touch because of increased vasomotor activity. Pa- 
tients are unable to be on their feet for any length of 
time; they must sit down frequently and elevate their 
leg. At night, many of these people find that their 
only relief comes from elevating the foot of the bed or 
by sleeping with their leg elevated on a pillow. As 
time passes, the symptoms become progressively worse 
and the leg becomes pigmented as a result of hemo- 
siderin deposits in the subcutaneous tissues. Still later, 
the tissues will become indurated and brawny, and 
finally eczema and dermatitis will become apparent. 
Then, with the slightest trauma ulceration will develop, 
usually just above the medial malleolus. Because of the 
low resistance of the tissues, these eczemas, dermati- 
tides, and ulcerations are prone to secondary infection. 

How do we treat a patient who has had femoral 
thrombophlebitis or “milk-leg” and has subsequently 
developed the postphlebitic syndrome? There are prob- 
ably as many methods of treatment as there are physi- 
cians treating the condition, and each physician feels 
that his method of treatment is superior to all others. 
The main differences of opinion seem to be in the medi- 
cal versus the surgical management. I believe that the 
best results are obtained by using all applicable mo- 
dalities. 

What is the aim of treatment? It is apparent from 
the discussion of the pathologic physiology that there 
is a reflux of blood down the vein and a continuous 
column of blood from the foot to the heart level, unin- 
terrupted by normally functioning valves. This results 
in a constantly increased intravascular pressure with 
filtration of fluid from the vessel to the cellular struc- 
tures with edema formation. 

It is only logical that the first step in treatment of 
the postphlebitic syndrome is to reduce edema. The re- 
duction of the edema may be accomplished by bed rest 
and elevation of the affected extremity, by the use of 
an Ace compression bandage or an elastic stocking, or 
application of an Unna boot. Physicians of the Vet- 
erans Administration have developed a pneumatic boot 
which they recommend wearing to reduce edema; this 
boot may be inflated to various degrees of pressure by 
the wearer. The more serious cases will naturally re- 
quire more stringent restrictions ; these patients should 
be placed at absolute bed rest with elevation of the 
involved extremity. Individuals with a lesser involve- 
ment may be controlled with compression therapy on an 
ambulatory basis. 

Luke* has developed a system of therapy which he 
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“The New Way of Life,” which I will describe 
(1) Patients wear heavy elastic stockings from 


calls 
briefly : 
the time they arise until they retire, and the stockings 


are renewed every 3 months. (2) Patients are instruct- 
ed not to stand more than 30 minutes without sitting 
down for 15 minutes and elevating their legs on a 
chair. They are also instructed to get into the habit of 
flexing the toes in the shoes and frequently rising on 
tiptoe. (3) They are told to plan their day so that they 
may lie down for two half-hour periods and elevate 
the legs to a 45-degree angle. (4) Whenever the pa- 
tients sit down they are to elevate the leg on a footstool 
or chair. (5) At night the foot of the bed is raised on 
blocks about 8 inches high. (6) Cold cream is applied 
to the affected skin every other night. (7) All irrita- 
tion to the involved leg is avoided, particularly from 
sunburn and hot-water bottles. (8) They are also cau- 
tioned to be extremely careful to prevent bumping, 
bruising, or scratching the affected leg. 

This outline of therapy is certainly the ultimate 
in the medical management of the postphlebitic syn- 
drome, but it has been my experience that Luke’s “New 
Way of Life” is not practical for an individual who has 
to earn a living or who has several children to care for. 
Antibiotic ointments and antihistamines are adminis- 
tered to those individuals who have secondarily infected 
dermatitis, eczema, or ulceration. Intramuscular trypsin 
(Chymar and. Parenzyme) will be helpful in eliminat- 
ing edema and induration,’ and also promote healing of 
stasis ulcers and eczema. 

The surgical approach for the postphlebitic syn- 
drome, I believe, offers the greatest relief for the pa- 
tient ; however, it is not entirely effective in all cases. 
In some individuals it is necessary to approach their 
problem not only from a surgical standpoint, but also 
to employ some of the medical and physical modalities 
described above. It may be necessary for some patients 
to wear an elastic support on the involved extremity for 
the rest of their lives, while they are ambulatory. They 
have to be extremely careful not to stand too long and 
to avoid trauma to the extremity. But the vast majority 
of the patients that are treated surgically are relieved 
of their symptoms to a great extent and are rehabilitat- 
ed so that they no longer are vascular cripples. 

The aim of surgical treatment for the postphlebitic 
syndrome is to interrupt the retrograde flow of blood 
in the femoral vein and, if need be, the retrograde flow 
of blood in the greater and/or lesser saphenous veins.”*° 
I prefer, as do many others,?*? to interrupt the femoral 
vein at the superficial femoral vein level, that is, just 
distal to the profunda femoris branch. The morbidity 
following a superficial femoral vein interruption is 
much less than that following a common femoral vein 
interruption. Bauer® advocates ligation of the vein at 
the popliteal level. By interrupting the superficial fem- 
oral vein, not only is the reflux of blood prevented, but 
the length of the continuous column of blood from the 
foot to the heart in the recanalized vein is reduced by 
one-half. Almost immediately following interruption of 
the superficial femoral vein, the symptoms of cramping 
and pain are relieved, and if ulceration is present it will 
begin to heal very quickly. The edema, which if chronic 
and present for a long time, may or may not be alleviat- 
ed; as previously stated, many of these patients must 
continue to wear an elastic support. 

If reflex vasospasm is present as a result of hyper- 
activity of the sympathetic nervous system, there will 
be cyanosis, hypothermia, and hyperhidrosis of the ex- 
tremity. This increased vasomotor activity can be re- 
lieved by performing lumbar sympathectomy on the 
involved side. If the greater and lesser saphenous veins 
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... the vast majority of patients with 
the postphlebitic syndrome that are 
treated surgically are relieved 
of their symptoms to a great extent 
and are rehabilitated so that they 


are no longer vascular cripples 


were involved in the original episode of thrombophle- 
bitis and have subsequently recanalized and become 
varicose, then it is necessary that these veins be 
stripped ; if they are not, the surgical treatment of the 
femoral vein will not be successful. 

In the final analysis, the best treatment for the 
postphlebitic syndrome is prophylaxis. One should be 
acutely aware of the possibility of thrombophlebitis 
developing in individuals who have undergone surgery, 
who have recently had obstetric deliveries, or who are 
at prolonged bed rest for some illness. If thrombophle- 
bitis is recognized early, it can be treated with anti- 
coagulants or by operation before it becomes “full- 
blown” and involves the femoral vein. However, if the 
femoral vein has become involved before the condition 
is diagnosed, in my opinion, the treatment of choice is 
to ligate and transect the vein at the superficial femoral 
vein level. Linton® states that symptoms of the post- 
phlebitic syndrome do not occur if the femoral vein is 
interrupted during the acute phase of femoral thrombo- 
phlebitis. However, I have found that this is not al- 
ways so. 

Recognition and treatment in the early stages of 
deep venous thrombophlebitis, and interruption of the 
superficial femoral vein in the acute stages of femoral 
thrombophlebitis, will minimize the postphlebitic seque- 


lae in many individuals. 
2355 Pacific Ave. 
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PULMONARY 
FUNGUS 
INFECTIONS* 


GEORGE E. HIMES, D.O. 
Flint, Michigan 


| FUNGUS INFECTIONS are general- 
ly poorly recognized from the clinical standpoint. The 
widespread use of antibiotics and corticosteroid hor- 
mones in the past decade has led to the unwitting dis- 
semination of fungus infections throughout the human 
body and a seeming increase in the number of cases of 
systemic fungus infections. Fungus organisms which 
were once considered to be laboratory contaminants 
have been shown in the past several years in certain 
instances to have become actual pathogens. There have 
been a number of such cases in which organisms of the 
genera Candida and Aspergillus have resulted in fatal 
systemic fungus infections. 

The most common systemic fungus infections are 
actinomycosis, nocardiosis, cryptococcosis, sporotricho- 
sis, candidiasis, blastomycosis, histoplasmosis, and coc- 
cidioidomycosis. Some of these pathogens, namely 
Coccidioides immitus, Histoplasma capsulatum, and 
Blastomyces dermatitidis, occur almost entirely in cer- 
tain geographic areas. However, the rapidity and vol- 
ume of widespread travel which is common today make 
it necessary for physicians in all parts of the country 
to be aware of the possibility of these infections. Cer- 
tain other fungus infections are almost universal, oc- 
curring not only in this country but in the entire world. 
Actinomyces bovis, Candida albicans, and Geotrichum 
schenckii are human pathogens that are transmitted in 
the same manner that staphylococcal, pneumococcal, and 
streptococcal infections are passed from man to man. 
Nocardiosis, cryptococcosis, blastomycosis, sporotricho- 
sis, coccidioidomycosis, histoplasmosis, and other fungus 
infections of minor importance are characterized by 
being of exogenous origin, that is, generally obtained 
from dust particles. 


Actinomycosis 


Actinomyces bovis produces a subacute infection 
with a marked tendency to the formation of abscesses 
from which exude pus and numerous small colonies of 
the organism. The organism’s natural habitat is the 
human mouth; it has repeatedly been cultured from 
gums, carious teeth, and tonsillar crypts.’ It is anae- 


“Presented at the annual meeting of the American Osteopathic Col- 
lege of Pathology, Dallas, Texas, July 15, 1957. 
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robic and has not yet been cultured from soil.’ The 
species of Actinomyces cultured from soil are aerobic 
and do not produce actinomycosis in animals or human 
beings. Actinomyces bovis has a seeming predilection 
for males; its infections are found twice as commonly 
in males as in females. Fifteen per cent of actinomy- 
coses occur in the lungs or mediastinum.°® 

The symptomatology is unimpressive and resem- 
bles that of tuberculosis. The disease runs a course like 
tuberculosis ; it requires prolonged treatment with bed 
rest, good nursing care, and adequate diet with supple- 
mental vitamins. In addition to this, use of the sulfona- 
mides and penicillin has resulted in a high percentage of 
cures. Penicillin is the wisest therapeutic choice and 
results in a cure of 40 per cent of the pulmonary infec- 
tions.’ Reports of cures have also followed the use of 
broad spectrum antibiotics,*-° following failure of cure 
with penicillin and sulfonamides. Stilbamidine’* has 
also been successful, as has Isoniazid.1*?* The treat- 
ment requires relatively high doses of 1 to 5 million 
units of penicillin per day, given daily for a minimum 
of 6 to 8 weeks. Resection of the lung or involved 
parts of the lung is occasionally necessary for complete 
obliteration of the disease and its sequelae.™* 


Nocardiosis 


Systemic nocardiosis has its origin from a focus of 
infection within the lungs in three-fourths of cases. 
The infecting organism is Nocardia asteroides, and, un- 
like Actinomyces bovis, which it resembles in many 
ways, is recoverable from the soil in all parts of the 
world.’*!® Clinically, this pathogen has a great pro- 
pensity for hematogenous dissemination.’* Its presence 
is noted by septic-type temperature charts, a productive 
cough with blood-streaked sputum, and frequent pleural 
involvement that produces a dull, aching chest pain. 
Frequently, the pulmonary disease may be masked by 
severe cerebral symptoms or a high fever with night 
sweats, weight loss, and malaise.'*-?* The onset of the 
disease is generally explosive and rapidly progressive. 
It is a chronic disease which smoulders and only be- 
comes noticed because of sudden widespread activ- 
ity.2*?° It has been reported in association with leu- 
kemia, tuberculosis, Hodgkin’s disease, and diabetes.”* 

In the treatment of nocardiosis, sulfadiazine is the 
drug of choice.** Nearly all cures have been attributed 
to the use of sulfadiazine ; many cases have been treated 
with high doses of penicillin, but clinical improvement 
has been shown only after the addition of sulfadiazine 
to the treatment regimen. In one reported case,”® an 
average daily dose of 4 to 6 grams of sulfadiazine and 
2 grams of steptomycin over a period of months and 
up to 3 years was necessary. In severely ill patients, 10 
to 12 grams of sulfadiazine per day have been used with 
success. Unlike Actinomyces bovis, Nocardia asteroides 
has been used to produce the disease in animals.*° There 
is no reliable skin test or serologic aid to its diagnosis. 


Cryptococcosis 


Cryptococcosis is a systemic fungal infection 
caused by the yeastlike organism, Cryptococcus neo- 
formans.*"*? It was first reported in 1894. It is not 
limited geographically but has been isolated from the 
soil of every continent.** Infection is apparently by in- 
halation of the spores into the lungs. It does not differ 
from other chronic pulmonary infections except that it 
produces fewer symptoms.** The tendency to remain 
undetected is probably attributable to poor antigenicity 
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and very little host response in most cases.**** The dis- 
ease is generally associated with central involvement.** 
The cellular reaction to the organism is very minute 
and sparse.** 

No effective treatment has as yet been discovered 
for cryptococcosis. Many authors report successful 
chemotherapy***? or antibiotic treatment,**** only to 
have others fail to duplicate their results in similar cases. 
Nystatin apparently is of value in most cryptococcosis 
but has failed in human cases. Several cases have been 
cured by surgical eradication when infection was dis- 
covered in a sufficiently early stage to permit removal 
of the involved lung.**-** 

Steroid hormones definitely should not be adminis- 
tered in cryptococcosis. Other supportive measures are 
of value. 


Histoplasmosis 


Histoplasmosis is a fungus infection with the or- 
ganism Histoplasma capsulatum, which was once 
thought to be extremely rare*® but is now known to be 
common and distributed widely throughout the United 
States, Mexico, Central and South America,®® and 
other parts of the world.**®> A natural reservoir for 
the organism is the soil where it grows as a sapro- 
phyte.**** It is apparently an airborn infection. Since 
1945, use of the histoplasmin skin test has shown a 
wide distribution of apparent subclinical infections with 
histoplasma casts, which are particularly numerous in 
the Missouri, Ohio, and Mississippi river valleys.°*-® 

The reaction to the fungus depends in part on the 
immune state of the individual and also upon age.® 
In infants, the cellular resistance to the pathogen is 
very poor and the disease spreads widely and rapidly, 
with a diffuse proliferation of histiocytes which contain 
the organisms throughout the liver, spleen, and lymph 
nodes. In the older individuals, the reaction is granulo- 
matous. The leukocyte count is not altered in pulmo- 
nary histoplasmosis except for the occasional appear- 
ance of leukopenia and anemia in the widespread dis- 
seminated cases. Some cases become chronic, with 
cavitation, and resemble tuberculosis.** With appro- 
priate stains and technics**® it has been possible to 
demonstrate the presence of the organism in healed pri- 
mary lesions which were once thought to be healed 
primary tuberculosis infections. 

The skin test’® and complement fixation tests**-** 
are as effective as the skin test for tuberculosis and 
serologic tests for syphilis. There are occasional cross- 
reactions with the antigens for Blastomyces derma- 
titidis. 

There is as yet no effective specific therapy for 
histoplasmosis. Fortunately, the great majority of pa- 
tients recover 


Coccidioidomycosis 


Coccidioidomycosis (valley fever, desert fever, and 
San Joaquin Valley fever) is a systemic fungus infec- 
tion which occurs in an individual who has not pre- 
viously been infected with the organism. It is of specific 
geographic location, being prevalent in the southwestern 
United States with the highly endemic area being in the 
San Joaquin Valley of California.’**° 

The greatest number of cases occur in the summer 
following an increased disturbance of the surface soil. 
Many rodents of the desert harbor the fungus, Coc- 
cidioides immitis, in their bodies and burrows.*? An 
increased number of cases have been noted after soil 
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cultivation and highway construction.**** The primary 
infection, which usually heals rapidly, was not recog- 
nized for a long period. Only the disseminated cases 
with a mortality rate of 50 to 60 per cent were recog- 
nized as coccidioidomycosis. The Filipino, Negro, and 
Mexican populations are most susceptible to the disease. 
As with histoplasmosis and blastomycosis, the seeming 
probability of healed primary infections occurring 
among the residents of the geographic location of infec- 
tion is indicated by the number of positive coccidioidal 
skin tests. 

The mode of entrance of the infection is probably 
by inhalation of dust and spore-contaminated material. 
This usually results in tubercle formation and a chronic 
inflammatory reaction similar to that of tuberculosis. 
In the white race, all but 0.5 per cent develop focaliza- 
tion and healing of the primary lesion. In the dark- 
skinned races, about 10 per cent of the primary infec- 
tions go on to disseminated coccidioidomycosis. About 
70 per cent of all cases of primary coccidioidomycosis 
go unrecognized because of the mildness of the infec- 
tion.** About 30 per cent of persons infected consult 
a physician. The chest x-ray findings are quite varied 
and may show pleural effusion and/or cavitation, and 
may simulate pulmonary tuberculosis and malignancy 
of the lung.**** 

The skin tests serve not only as a diagnostic meas- 
ure but also as a prognostic indicator.*’ For individuals 
who have had a positive skin test and who are acutely 
ill with the disease, the disappearance of a positive skin 
test is usually a grave portent. Complement fixation and 
precipitin tests are extremely accurate in establishing the 
presence and activity of coccidioidomycosis.** 

Symptomatology is quite varied but generally fol- 
lows that of most respiratory infections with mild 
malaise, fever, muscular aching, and cough. Substernal 
chest pain is frequent and persistent.*® The symptoms 
may increase to the point of severe prostration of the 
patient. Erythema multiforme or erythema nodosum is 
frequent and occurs more often in female than in male 
patients. 

Treatment is usually reserved for the disseminated 
cases and nearly all antibiotics and chemotherapeutic 
agents have been tried. The drug with the most favor- 
able results is aminostilbamidine which is given in 
daily doses of 250 mg. in 5 per cent glucose, intrave- 
nously, over a period of 40 to 60 days. Surgical re- 
moval of disease foci has been employed in some 
cases.® Still, with all forms of treatment heroically 
applied, the mortality rate is 50 per cent in the dis- 
seminated cases. It must be emphasized that the pri- 
mary infection which heals confers a permanent im- 
munity on the patient. 


North American blastomycosis 


The geographic distribution of the disease has been 
largely limited to the North American continent.%»% 
The majority of patients come from the midwestern and 
southeastern United States with sporadic cases from 
all of the states.°* Cases outside the United States have 
been only presumptively proved. 

The exact mode of infection with Blastomyces 
dermatitidis has not been proved but it is presumed to 
be exogenous. The organism has been cultured in lab- 
oratories in sterile soil but has yet to be isolated from 
nature. The occurrence of natural infection in dogs 
and horses suggests the possibility of animal reser- 
voirs.°*> The disease has been produced in laboratory 
animals®*** by the injection of either or both the 
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mycelial and yeast phases of the organisms. No direct 
transmission has been proved. There have been a few 
accidental laboratory infections. On one series of cases, 
blastomycin skin tests were negative in hospital person- 
nel and close associates of patients with proved blasto- 
mycosis.*® 

Primary infection is thought to occur by inhalation 
of the spores. The disease is essentially limited to the 
lungs. The epidemic form of blastomycosis has been 
reported from North Carolina.’ 

Most cases occur in patients between the ages of 
30 and 50 years, but cases have been reported in all 
ages. In various localities, incidence of the disease has 
been reported to be from more than four times to nearly 
fifteen times as frequent in males as in females. This 
suggests that men have greater opportunity for expo- 
sure to the disease than do women. There is no racial 
difference but, from an occupational standpoint, the 
poorer working classes have greater exposure to dust, 
soil, wood, and vegetation, and thus there is a higher 
incidence in this group.’ 

The symptoms of pulmonary infection are produc- 
tive cough with hemoptysis, with an insidious onset.'*' 
Occasionally the infection may be acute and fulminant 
with pneumonia. Generally, chills, fever, productive 
cough, night sweats, hemoptysis, loss of weight, and 
dyspnea are symptoms. With progression, the disease 
spreads from the pulmonary focus to other parts of the 
body by the hematogenous route.’°? There is a high 
incidence of involvement of the skeletal system'’* and 
skin.*® Diagnosis is made by observation of the tissue 
phase of the organism, by direct smears, culture, ani- 
mal inoculation, biopsy, skin testing with blastomycin, 
and complement fixation tests.’°* Spontaneous healing 
and subclinical forms of the disease remain to be 
proved. Patients who exhibit a negative complement 
fixation test and positive skin test generally have a more 
favorable prognosis. A high titer of complement fixing 
antibodies and a negative skin test usually means a 
grave prognosis. 

The outcome of treatment of systemic blastomyco- 
sis with undecylenic acid,’° Aureomycin,’® colloidal 
copper sulfate, ether, and penicillin’? is mainly uncon- 
firmed.’°* Propamidine’’’ and its closely allied 2-hy- 
droxystilbamidine’’”""? have had the greatest efficacy. 
As for the other fungus infections, treatment must be 
prolonged and large doses used. As much as 450 mg. 
of 2-hydroxystilbamidine and 300 mg. of stilbamidine 
have been used without untoward effect on the patient 
and with great effect on the fungus infection.’'*""" Pul- 
monary resection is generally reserved only for those 
cases where the lung tissues have been irreparably dam- 
aged.1'*-!21. Supportive treatment, as for actinomycosis 


and nocardiosis, is highly recommended. 
416 W. Fourth Ave. 
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N IEHAUS’ CASE IN 1880 has been cited as the 
first reference in the literature to attempted cardiac 
massage for resuscitation following asystole.t Tuffier 
and Hallion also reported an unsuccessful human case 
in 1898.° According to Dale® the first successful 
restoration from cardiac arrest was accomplished by 
Igelsrud in 1901; however, this case was not reported 
until 1904, and meanwhile Starling and Lane had re- 
corded the first successful case in Lancet, in 1902. 

Sudden cardiac arrest in an anesthetized patient is 
an infrequent occurrence, but there exists no surgical 
emergency where clear and rapid action must be insti- 
tuted as promptly in order to secure satisfactory results. 

The incidence of acute arrest varies from 0.35 per 
1,000 surgical patients* to 1 out of 18,° with a trend 
toward an over-all increase. This greater frequency has 
been attributed to several causes. The increase in pul- 
monary, vascular, and intracardiac procedures has re- 
sulted in a higher incidence (5.5 per cent in one series 
of operations for pulmonic stenosis*) because many of 
these procedures require manipulation of the heart and 
great vessels, causing stimuli which affect cardiac func- 
tion to arise. Multiplicity of drugs and combined anes- 
thetic agents during a single procedure, and also reflex 
action from endotracheal intubation, bronchoscopy, 
esophagoscopy, cardiac catheterization, et cetera, have 
been considered. Numerous other predisposing factors 
have been implicated, such as anemia, elevated body 
temperatures, shock, underlying cardiac diseases, and 
anxiety; some of these are correctable prior to sur- 
gery.” 

Color, age, sex, whether operative procedures are 
major or minor, and clinical evidence of cardiac disease 
perhaps influence prognostic and survival figures. The 
location of the patient when arrest takes place is also 
important, but successful restoration has been accom- 
plished on many occasions in unusual places.*?° A re- 
cent survey® revealed that 61 per cent of instances of 
arrest occurred in the male sex, and 21 per cent of the 
cases involved patients in the first decade of life. Sixty- 
five per cent of the patients died within the first 2 hours 

*From the Metropolitan Hospital, Philadelphia. Dr. Reibstein is head 
of the Division of Urologic Surgery and Dr. Price is a staff member of 


the Department of Osteopathic Medicine. Dr. Powell is a second year 
rotating intern. 
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after resuscitation, and 87 per cent of those who died 
did so within 24 hours. Dale® listed a survivai rate 
varying from 10 to 52 per cent as reported by several 
authors. Zoll and associates" recently reported success 
with the use of external electrical stimulation of the 
heart ; however, the consensus is that cardiac massage 
is the treatment of choice. 

Much literature dealing with etiology, manage- 
ment, prophylaxis, and treatment of cardiac arrest has 
accumulated, but little attention has been devoted to the 
myocardial damage sustained by cardiac compression.’* 
Rare cases of ventricular laceration during arrest which 
have been successfully treated have been reported,*** 
but only recently has there been any emphasis on the 
damage that can result from too vigorous cardiac mas- 
sage. The psychologic changes resulting from cerebral 
anoxia due to arrest have focused attention on the 
time limit before irreversible anoxia cerebral damage 
occurs.**45 The following case report illustrates post- 
massage electrocardiographic changes and personality 
regression, with postoperative observation over a 6- 
month period. 


Case report 


A 48-year-old white woman was admitted to the 
Metropolitan Hospital on August 12, 1957, with a chief 
complaint of fever. The fever began approximately 1 
month prior to admission and was accompanied by 
chills, left flank pain, and subjective sensation of con- 
gestion in the chest. A past medical and surgical his- 
tory of ureterolithiasis was elicited. Family history 
was noncontributory. Systemic review revealed derma- 
titis of many years’ duration, consisting of generalized 
punctate raised lesions, pruritic in character. During 
the past year patches of depigmentation had appeared 
over the entire body. The remainder of the systemic 
review was negative. 

Physical examination revealed an obese white fe- 
male, 64 inches tall, and weighing 176 lbs., with small 
areas of depigmentation over the skin of face, neck, 
trunk, and both extremities. Blood pressure was 
170/110. Heart and lungs were essentially negative for 
disorder, as was the abdomen, except for a positive 
Lloyd’s sign on the left. Electrocardiographic findings 
were normal. 

Results of urinalysis taken on admission were as 
follows: appearance, yellow and turbid ; pH, acid; spe- 
cific gravity, 1.015; albumin, plus 1; leukocytes, 5 to 6 
per high-powered field; and squamous epithelial cells, 
1 to 2 per high-powered field. 

The blood urea nitrogen was 12.3 mg. per 100 cc. ; 
hemoglobin, 9.5 grams per 100 cc. (69 per cent) ; ery- 
throcytes, 3,600,000 per cu. mm.; leukocytes, 13,000 
per cu. mm., with a differential count of 81 per cent 
segmented neutrophils and 19 per cent lymphocytes ; 
bleeding time, 2 minutes, and coagulation time, 3% 
minutes ; and serologic tests, nonreactive. 

An intravenous urogram was also performed. A 
summary of findings is as follows: (1) Average con- 
tour and function of right kidney, ureter, and urinary 
bladder ; (2) gross pyelocaliectasis of left kidney; (3) 
ureterectasis of the proximal two thirds of the left 
ureter; and (4) opaque densities inferior and lateral 
to the most distal portion of the observed ureter. 

The patient experienced several remissions and 
recrudescences of fever during her hospital stay, and 
was placed on Chloromycetin prior to surgery with 
satisfactory results. She was scheduled for a nephrec- 
tomy because of the large hydronephrosis and stricture 
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in the lower third of the ureter. The day before sur- 
gery the patient expressed concern about the operation. 

The following morning, August 19, she was taken 
to the operating room and anesthesia was started at 
8:00 a.m. The surgeon made a lumbar incision and im- 
mediately noticed that the wound was bloodless. The 
anesthetist promptly started artificial respiration but no 
pulse or blood pressure was obtained. The surgeon 
(ASR) immediately made a left submammary incision 
and opened the chest. The heart was in asystole. Car- 
diac massage was instituted. After about a minute of 
massage, spontaneous contractions resumed, followed 
shortly by weak spontaneous respirations. The periph- 
eral pulse and blood pressure became obtainable. Fol- 
lowing observation of regular cardiac contractions, the 
lumbar incision was closed. The thoracic wall was then 
closed in layers with an intrathoracic catheter attached 
to a Bailey bottle, and the patient was transported to 
the recovery room with an endotracheal tube in place. 

The blood pressure readings fluctuated rapidly 
during the first 2 hours in the recovery room. The 
systolic pressure was maintained above 100 by the con- 
tinuous intravenous infusion of Levophed. Intranasal 
oxygen and Solu-Cortef were administered. An elec- 
trocardiogram taken immediately after operation 
showed the following: P-R interval, 0.16 sec.; ORS 
interval, 0.08 sec.; Q-T interval, 0.36 sec.; ventricular 
rate, 100 per minute; auricular rate, 100 per minute; 
rhythm, sinus tachycardia; axis deviation to the left; 
T wave was inverted in aVL, RS-T segment elevated 
in aVL, and abnormal Q wave in aVL, V2 and V3. 
This evidence suggested high anterolateral myocardial 
infarction. 

Neurologic examination revealed bilateral ankle 
clonus and absent lid and pupillary reflexes, but was 
otherwise negative. 

At periodic intervals, 50 cc. of 50 per cent glucose 
were given intravenously. Approximately 41 hours fol- 
lowing the arrest, the patient slowly showed signs of 
recovering from the coma. Her gaze fixed on and fol- 
lowed objects ; however, she was unable to speak under- 
standably and groaned continuously. 

On the advice of the attending internist, the patient 
was returned to her room and a nasogastric tube was 
inserted. She was fed via tube with Sustagen formula. 
On the third day following the arrest, a repeat ECG 
was taken. Findings were as follows: P-R interval, 
0.15 sec.; ORS interval, 0.09 sec.; Q-T interval, 0.28 
sec.; ventricular rate, 100 per minute; auricular rate, 
100 per minute; rhythm, sinus tachycardia; and T 
wave low in limb leads and notched in chest leads. The 
interpretation was that ischemic changes were present, 
but there was no evidence for infarction. 

The patient also began to speak intelligibly during 
the day and responded to her name and showed aware- 
ness of her surroundings. 

Levophed was gradually reduced and then discon- 
tinued. A portable roentgen film of the chest was 
taken the fourth day; this revealed bilateral pulmonary 
aeration. The intrathoracic catheter was removed fol- 
lowing the report on the chest film, and a subsequent 
film was essentially the same as the first. 

A complete blood count and electrolyte studies 
were made. The hemoglobin was found to be 8.5 grams 
per 100 cc., and the hematocrit reading was 30 per cent. 
Chloride content was 562 mg. per 100 cc., potassium, 
4.3 mEq. per liter, and sodium, 137 mEq. per liter. 
Carbon dioxide combining power was 63 vol. per cent. 

Because of the low blood count, 1,000 cc. of whole 
blood were administered. On the sixth postoperative 
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day the Levin tube was removed, and the patient was 
started on a full liquid diet. Improvement continued 
daily in speech and memory. The patient also was 
ambulated with assistance, gradually with good results. 
Neurologic evaluation at that time revealed the patient 
to have normal reflexes although a definite regressive 
personality change was evident. The patient would 
cry spontaneously and without reason and was easily 
disturbed by minor occurrences. She lacked adult sure- 
ness in her decisions and frequently had to be en- 
couraged. 

An electroencephalogram taken on the fifteenth 
postoperative day (Fig. 1) showed a “maximally ab- 
normal EEG pattern, compatible with cerebral anoxia.” 
There was no focus of abnormality or asymmetry 
visualized. Monopolar scalp-ear and bipolar scalp 
derivations disclosed rare alpha rhythm (10 cycles per 
second), diffuse in appearance. Beta rhythm was also 
rarely present. Theta and delta waves (4 to 7 cycles 
per second) were diffusely present and mostly anterior. 
They occurred in rhythmic trains in about 30 per cent 
of the tracing. The consulting neuropsychiatrist felt 
that the changes that had occurred were reversible in 
character. 

The patient continued to recover clinically but 
never regained her preoperative personality. She was 
discharged 34 days following admission. Six months 
following surgery, there was still definite evidence of 
a regressive personality although the patient maintains Be 
her household duties with assistance. The last ECG ee 
taken during this, the follow-up period, was compatible Fa 
with the patient’s pre-arrest electrocardiogram. 


Comment 


An analysis of the possible causes of cardiac arrest, 
correlated with the patient’s findings, suggest that 
anoxia, possibly as a result of borderline anemia or 
anxiety, might have been the underlying mechanism for 
the arrest. The low blood count following surgery was 
felt to be caused by the diminished blood volume and 
depressed arterial system as a result of the arrest.’ 
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Fig. |. Electroencephalograms taken August 30, 1957, with the patient awake. 
Top, tracing |, right frontal to ground; 2, left frontal to ground; 3, right 
motor to ground, and 4, left motor to ground. Second from top, tracing I, 
left anterior temporal to left motor; 2, left motor to left posterior temporal; 
3, right anterior temporal to right motor; and 4, right motor to right 
posterior temporal. Third from top, tracing |, left posterior temporal to 
vertex; 2, right posterior temporal to vertex; 3, left occipital to vertex; and 
4, right occipital to vertex. Bottom, ‘tracing |, right frontal to right motor; 
2, right motor to right parietal; 3, left frontal to left motor; and 4, left 
motor to left parietal. 
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This perhaps accounted for fluctuations in blood pres- 
sure readings, despite the use of Levophed. The elec- 
trocardiographic findings of infarction following surgery 
are understandable in the light of Adelson’s report'* on 
anatomic changes in the heart from cardiac massage. 
The mechanism of myocardial change is probably a 
result of direct muscular squeezing and hydrostatic 
effect of sudden increased intracardiac pressure, al- 
though in this case manual systole was carried out only 
for approximately 1 minute. 


Another interesting aspect of this case was the 
length of coma exhibited by the patient, which persisted 
for 41 hours, considerably longer than the over-all av- 
erage exhibited in successfully treated arrest cases.’ 
The electroencephalographic finding of reversible cere- 
bral anoxia correlated with the patient’s clinical re- 
sponse, and duration of arrest was within the accepted 
time limits in which anoxic cerebral damage can be 
averted. This leads to conjecture as to whether these 
limits are too generous.*"*"* Regrettably, no accurate 
time was recorded from the moment of discovery of 
the arrest until restoration of the heart beat. 


Summary and conclusions 


A case report of cardiac arrest, postoperative treat- 
ment, and analysis of its sequelae has been presented, 
with a 6-month observation of electrocardiographic 
changes. 

Complete neurologic and psychiatric evaluation are 
essential in such cases, because of the large percentage 
of personality changes that occur following arrest. Se- 
rial electroencephalograms are ‘of value in determining 
cerebral damage and any foci of abnormal electrical 
activity. A preconceived regimen of management is 
necessary to increase the salvage rate and prevent the 
sequelae of anoxia of the central nervous system. Se- 
rial ECG’s are of value in determining the amount of 
cardiac trauma sustained by massage. 
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Measuring physical fitness 


The modern outreach of medicine, extending be- 
yond treating disease to estimating physical fitness of 
the individual, finds the physician with almost no tech- 
nologic preparation for rating physical ability. There 
is too little current medical literature that points up the 
bankruptcy of old methods, when applied to today’s 
medical aims. When doctors are asked how a person 
can “utilize his physical abilities to get the most out of 
life without hurting himself,” few are prepared to 
answer the question intelligently and practically. In a 
word, the physician, despite his breadth of knowledge 
of man’s animal body, is generally unprepared to advise 
a particular individual “for what activities and to what 
extent he is physically fit and unfit.” 

Characteristically exploring a newer field, The 
New England Journal of Medicine, in a recent issue, 
presented a special article’ on a method by which the 
practicing physician could improve his medical evalua- 
tion of physical ability. 

Rehabilitation is a philosophy of medicine ; applied 


1. Hanman, B. Special article: The evaluation of physical ability. 
New England J. Med. 258:986-993, May 15, 1958. 
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to its practice, it demands new methods. Physical abil- 
ity is the foundation upon which rehabilitation builds. 

Mr. Bect Hanman, author of the specific method 
for evaluating physical ability known in the literature 
as the “Hanman plan,” is a member of the World 
Health Organization Expert Advisory Panel on Social 
and Occupational Health. His N.E.J.M. special article 
discusses two popular approaches to evaluating physical 
ability, both negative, in that their evaluation of the 
individue! is based on disability instead of ability. 
These are the “rating method” and “the disability 
method.” The rating method, extensively used, employs 
adjectives and adverbs in describing a person’s ability 
for activity. A typical evaluation by this method, for 
example, might direct the individual to do “no heavy 
lifting. No prolonged walking or standing. No exces- 
cessive climbing.” Mr. Hanman, in discussing the 
rating method, by a few simple questions shows the 
worthlessness of a method that can be definable only by 
the person miuking the evaluation. What is meant by 
“No excessive climbing?” Moderate or little climbing? 
What is “‘litdle lifting” ? 

Rating scale definitions have been available for 
physicians for some time. When these are analyzed 
they are readily seen as totally confusing. When ap- 
plied to tie individual the scale on one hand is likely 
to prevert one person from performing activities he 
could weil do, and, on the other hand, permit another 
to undertake an activity beyond his capacity. Physi- 
cians who tell a patient “Take it easy,” or “Don’t work 
too harc,” employ phrases that may mean something 
definite to the physician, but more often mean some- 
thing far different to everyone else, including the pa- 
tient. Similarly the disability method based on group 
classification does not medically determine what the 
person can or cannot tolerate. The author of “The 
Evaluation of Physical Ability” points out that “The 
many unfortunate personal, economic, occupational and 
social wrongs resulting from the present practices in 
workmen’s compensation” have grown out of “putting 
a price tag on injured or diseased parts of the anatomy.” 

The specific method is not new, in that it is an out- 
growth of a 15-year study and has been tested and 
proved in the medical and personnel departments of 
more than fifty industrial establishments of all sizes. 
The method involves a principle of physical fitness 
which recognizes (excepting an estimated 1 per cent 
superman class) that “practically everyone is at the 
same time both fit and unfit regardless of what the ex- 
amination reveals from the traditional medical point 
of view.” 

The specific method involves an estimate of the 
balance between fitness and unfitness in every individ- 
ual, not in relation to his job alone, but as an evaluation 
of total assets of the whole person’s around-the-clock 
activities. It is an attempt to answer the questions: 
“How can a person utilize his physical abilities to get 
the most out of life without hurting himself ?. .. . For 
what activities and to what extent is he physically fit 
and unfit?” 

The specific method has evolved a guide for the 
physician’s evaluation. It is a form called “The Profile 
of Physical Abilities,” listing eighty factors for mark- 
ing, but that does not require more than twelve to be 
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marked for any one person. The eighty factors repre- 
sent all the significant human activities and hazards to 
be encountered by anyone in any environment at any 
time. 

The completed profile serves two major purposes : 
“for an unemployed person like a housewife, the profile 
becomes a prescription for safer living to guide her 
throughout her daily activities . . .; and, for an em- 
ployed person, the profile serves both the man and his 
employer in working out adjustments for safe activities 
both on and off his job.” 

Whether or not the physician employs the form 
or merely uses the principles of the specific method as a 
guide, it cannot help but result in benefit to the patient 
who will have a clearer understanding of how to utilize 
his physical assets. 

It should be pointed out that the method is not the 
way to a diagnosis, but is a way to answer questions 
hitherto not answerable by doctors: For what is this 
person physically fit? What and how many activities 
can he perform? What hazards can he not tolerate? 

This review suggests that the article should be 
read in full. Some readers may see in the evaluation of 
physical ability a method primarily concerned with in- 
dustrial problems. Certainly it is that, but it is much 
more. Rehabilitation in practice represents a new day 
in medicine in which every physician should know its 
fundamental technics, not as a specialty but as a medi- 
cal service to his patient, whether the patient is handi- 
capped by a disability incurred in his vocation or limited 
in his activities by a cardiovascular “accident.” Before 
rehabilitation can be begun, however, physical fitness 
must be accurately measured. The day must be on the 
way when medicine of tomorrow will demand that its 
practitioners make the measurement of physical ability a 
part of the practice of medicine as prerequisite to good 
medical care. 

The article should serve especially to challenge the 
doctors of osteopathy who have made much of the os- 
teopathic approach to the “whole man” in health and 
disease. The extension of medical practice as exempli- 
fied in the article would do much to give credence to 
these claims. Readers who are challenged by Mr. Han- 
man’s article will want to read his recent book, “Physi- 
cal Abilities to Fit the Job,” published in 1956 in Boston 
by the American Mutual Liability Insurance Company. 


A portrait starts to emerge 


For more than a year the U.S. National Health 
Survey has been under way, and it is high time that 
physicians be brought up to date on this continuing 
program of the Public Health Service under which the 
portrait of the nation’s health is beginning to show out- 
lines. JOURNAL readers will recall that its November 
1956 issue referred editorially to the salient points of 
the National Health Survey Act, signed into law by the 
President on July 3, 1956, and to the policies and or- 
ganization of the Survey. The July-August 1957 issue 
of HEALTH was privileged to give its readers an article 
on the National Health Survey, especially written by 
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Dr. Forrest E. Linder, the N.H.S. Director. The Pub- 
lic Health Service wants people generally to know how 
useful the new knowledge gathered by the Survey will 
be to doctors, research workers, hospital people, all who 
are concerned with industrial medicine, and others re- 
sponsible for health matters. Knowing the Survey’s 
usefulness, those being sampled will undoubtedly want 
to be cooperative. 

The initial year of operation reveals that the na- 
tion-wide household interviews are proceeding accord- 
ing to schedule—about 3,000 different households are 
being visited each month. Since this is an over-all sam- 
ple, the interviewers talk with any responsible adult 
who is at home. And homes are all kinds of dwellings, 
city houses, farmhouses, apartments, houseboats, trail- 
ers, and estate-surrounded mansions. Among numerous 
questions asked, one is: How many times has a physi- 
cian been consulted during the past 12 months? Poll- 
sters will not classify kinds of doctors for their re- 
spondents, but will count patients who have visited a 
doctor of osteopathy or a doctor of medicine as having 
consulted a physician. 

Thus far many interesting facts have come out of 
the first year’s over-all sample. During that pericd, 
115,000 persons were interviewed and 36,000 house- 
holds visited. At the end of 6 months, the noninterview 
rate was 6 per cent, 1 per cent from refusals and 5 per 
cent from other causes, principally because no one was 
found at home after repeated calls. Interviews are 
planned with their primary focus on national statistics. 
The questionnaire includes—for each member of the 
household—questions on presence or absence of ill- 
nesses (thirty-five diseases are named), impairments, 
or conditions; the occurrence of accidents; and the 
utilization of medical, dental, and hospital care. For 
most questions the recall period is 2 weeks prior to the 
week in which the interview is conducted. 

Canada, Great Britain, and Denmark are engaged 
in similar studies of national morbidity by means of 
surveys. The British survey, like that of the United 
States, is a continuing program. The first completed 
nation-wide health survey in the United States was 
made in 1935-1936. In the intervening years, much of 
the data collected has become obsolete. It is now evi- 
dent that to be of value, health surveys must be con- 
tinuous. 

Today’s world requires every nation to know the 
living facts of its people’s health. In the near future, 
a world-wide survey (country by country) seems in- 
evitable, perhaps under the supervision of the proper 
agency ot the United Nations. In getting such an effort 
under way, the World Health Organization and the 
World Medical Association will doubtless play leading 
roles. 

Such a brief report as this can give no idea of the 
comprehensiveness of the United States National 
Health Survey, nor of the rapid advances that have 
been made in the development of the applied sampling 
theory since the survey of more than 20 years ago. 

The present Survey is not a single survey; in fact, 
it is three. In addition to household interviews, Special 
Surveys will gather information of a type which the 
household interview method does not reveal and will 
describe morbid conditions other than those which indi- 
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viduals are able to report about themselves. Special 
Surveys will show up undiagnosed illness and non- 
manifest diseases, as well as some conditions not 
thought of as illness by lay respondents. The third 
part consists of Methodological Studies made with the 
primary purpose of appraising the effectiveness and 
efficiency of the various aspects of the Survey itself. 

The occasional reader who would like to know 
more about this important undertaking should write his 
congressman or senator and ask for a copy of Public 
Health Service Publication No. 584-Al, “Origin and 
Program of the U.S. National Health Survey.” Inas- 
much as N.H.S. is in its preliminary steps, the docu- 
ment should be in the reference files of doctors whose 
interest in medicines goes beyond that of patient-care 
relationship. And it certainly should be in the files of 
all osteopathic institutions. Their administrators need 
to know and understand the facts that have already be- 
gun to flow out of the Survey, foreshadowing a chang- 
ing relationship between hospital and community. 

In its initial editorial comment on the National 
Health Survey, THE JourRNAL referred to it as having 
a “significance far beyond the facts and figures it will 
reveal ; it is evidence of social forces at work reaching 
into and shaping the practice of medicine.” The wise 
physician is he who prepares himself for the probable 
shape of things to come. For those physicians who to- 
day are at the height of their professional activity, a 
sociological approach—for that is primarily the ap- 
proach of N.H.S.—to information about health condi- 
tions in the general population may seem academic. And 
doubtless it is academic to overworked doctors, oblivi- 
ous to new problems confronting society and destined 
to affect medical practice radically. Unless physicians 
are intellectually curious, we should not expect them to 
be interested in social conditions that will influence the 
practice of medicine tomorrow. They are doing well 
and they are human. 


P Sir: In reference to the review of Boone and De- 
Vito, “The Surgical Tolerance of the Cardiac Patient” 
(THE JourNAL, December 1957), I wish to make a 
few observations. 

Ever since the first anesthetic agent was adminis- 
tered to a patient by a surgeon, the tolerance of the 
patient to the operative procedure or the pain-relieving 
agent has been of prime importance. In recent years, 
there have been numerous reports concerning the pre- 
operative evaluation of the surgical and anesthetic risk. 
One such report is the one mentioned above. It is quite 
evident that the reliance upon any one laboratory pro- 
cedure, including the electrocardiogram, without sub- 
stantial clinical findings is to be viewed with some 
degree of question. Despite the fact that the electro- 
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But that is not true for young physicians and for 
students. The fact that the practice of medicine is be- 
coming an exceedingly complicated condition could put 
him on the spot at the peak of his professional activity. 
The practice of medicine, however, must always be 
separated from the scientific, technologic, and philo- 
sophic aspects of medicine. Economic, social, cultural, 
and political factors, themselves changing, in turn are 
producing new problems that will demand new solu- 
tions. Herein is medicine in a second aspect, one of 
which the mature doctor is but vaguely aware and about 
which he is sure he can do nothing. The young man, 
pressured by another type of immediacy, is scarcely 
aware that his practice will be conducted in a changed 
society. 

The findings that have started to come out of the 
National Health Survey are significant for the young 
physician, because therein will be found indications of 
the kind of a society in which medical practice will be 
conducted tomorrow. 

As his predecessor, today’s mature physician, did, 
the doctor of 1980 will adjust to the scientific and tech- 
nologic medicine of that distant day, again we may 
anticipate as richly advanced in 25 years as it has been 
in the quarter century just past. 

But the mature physician of 1980 who is not pre- 
pared mentally and emotionally to meet the new prob- 
lems and new solutions occasioned by a world in revo- 
lution may find himself not only unhappy as an individ- 
ual—he may find himself ineffective as a participant. 
The student-physician and the wise young physician 
will begin today to look to the road ahead for tomor- 
row’s medicine, in which his profession will be viewed 
as one furnishing to human beings a necessity of living 
as important as food, shelter, and clothing. That view 
may shake the foundations of medical practice. It is 
best to keep one’s self acquainted with such findings as 
emerge from the continuing National Health Survey. 


Letters 


cardiogram undoubtedly has been invaluable in the 
diagnosis, choice of therapy, and determination of the 
prognosis of cardiac disease, I feel with deep convic- 
tion that each patient must be viewed with good clinical 
judgment. No one diagnostic aid must be or should be 
relied upon for a complete picture in an equivocal case. 

In surveying the literature on this subject, one is 
struck with the various methods by which workers in 
the field have attempted to prognosticate concerning 
the poor-risk patient. One such method was discussed 
by Stone and Moore.’ They believed that the preven- 
tion of oxygen want was the keystone of success in the 
patient of poor physical status. “Therefore,” they con-’ 
cluded, “it must be stressed that when anesthetizing a 
patient of poor physical status a nonchalant attitude 
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cannot be taken. On the contrary, the smallest details 
must be checked, and above all, an astute and con- 
scientious anesthetist should conduct the anesthetic ad- 
ministration.” 

Crehan? found that a significant feature of patients 
suffering from weight loss, decreased blood volume, and 
diminished blood proteins was increased susceptibility 
to shock. In evaluating the operative risk associated 
with heart diseases, it was concluded by LaDue and 
Wroblewski’ that it was essential to define the extent 
and type of heart disease and if possible the functional 
status of that heart. Probably the most important single 
measure in the postoperative care of cardiac as well as 
other patients undergoing major surgery is thorough 
physical examination of the patient at least once and 
preferably two or three times daily in the immediate 
postoperative period. Mousel,* in his study, questioned 
known cardiac patients regarding their activities. If 
they were able to carry out normal physical exertions 
without dyspnea or precordial pain, and if they did not 
have pretibial edema or rales in the bases of the 
lungs, they were considered fairly good risks for anes- 
thesia and surgery. He also stated that all cardiac pa- 
tients needed to be given the benefit of quiet induction 
of anesthesia with avoidance of a prolonged second 
stage. He finally concluded that patients with arterio- 
sclerosis usually did not present extreme problems as 
long as simple anesthetic methods were used. 

Dana and Ohler,’ in evaluating cardiac patients for 
surgery, stated that history was of prime importance in 
helping them determine whether or not a patient was a 
good operative risk. Cardiac deaths included no patients 
having an abnormal electrocardiogram as the only 
cardiac finding and none with hypertensive heart dis- 
ease; also patients in these two categories suffered no 
cardiorespiratory complications. In view of the in- 
creased susceptibility of these patients to cardiovascu- 
lar and respiratory complications, these writers felt 
that there was a need for the best preoperative and 
postoperative care and careful attention to the details 
of surgical and anesthetic technics. 

A truly statistical approach to the assessment of the 
probability of operative death is impossible because 
there are insufficient data pertinent to the influences 
of age, nutrition, length of illness, and cardiac, pulmo- 
nary, renal, or other disease upon a man’s capacity to 
live during and after a particular operation.* Printz- 
metal and his associates,” in evaluating electrocardio- 
grams taken during World War II on healthy individ- 
uals, made the following comments: 


It was astonishing to note that a large percentage of healthy 
individuals showed electrocardiographic abnormalities that had 
to be considered evidence of heart disease by any criteria avail- 
able at that time. . . . The clinical impression must supersede 
the electrocardiographic interpretation. . . . S-T segment and 
T-wave changes do not invariably denote myocardial abnor- 
mality and may sometimes be caused by the patient’s fear or 
apprehension. 


While the electrocardiogram is one of the most useful 
diagnostic aids, its interpretation is often fraught with 
considerable uncertainty. 

Rutledge® felt that a roentgenogram of the chest 
should be taken and that an electrocardiogram, al- 
though not absolutely essential, was desirable. A nega- 
tive ECG or chest roentgenogram would be exceedingly 
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useful fror1 a comparative standpoint if postoperative 
complications developed. This, Rutledge pointed out, 
does not mean that every patient coming to surgery 
must have an electrocardiogram, but if there is any 
question as to the cardiac status of the patient, electro- 
cardiography should be carried out. 

In line with Printzmetal’s report and conclusions, 
Fisher® listed 118 separate conditions other than heart 
disease reportedly associated with abnormal electrocar- 
diographic effects. Wang and Howland’ recently 
made the following statement: 

There is little definite pattern of correlation between the 
electrocardiogram and the incidence of postoperative complica- 
tions. .. . In the group over 60 years of age only two electro- 
cardiographic abnormalities were associated with a high degree 
of postoperative complications. They were evidence of old myo- 
cardial infarction and auricular premature contractions. .. . 
The lack of correlation between the electrocardiogram and post- 
operative complications is not surprising since the electrocardio- 
gram is not a measure of the functional capacity of the heart. 

Improper use, or “treatment of the electrocardio- 
gram rather than the patient,” is untenable. The value 
of a properly recorded electrocardiogram in any clinical 
problem is directly related to the wisdom of its inter- 
pretation." 

In correlating the vectorcardiogram and the elec- 
trocardiogram, Bialostozky and his associates’? found 
that the electrocardiogram was not as efficient in de- 
termining the presence of certain heart diseases. 

The authors (Boone and DeVito) has set for 
themselves certain criteria in the realm of electrocar- 
diographic tracings and thereupon proceeded to fit pa- 
tients into these standards, according to the various 
positions of the ORS complex, negativity or positivity 
of the S-T segment and the T-wave. As pointed out 
by Printzmetal,’? Russek,?*"* Master,?> and Fisher,” 
anyone who has read sufficient tracings of normal 
healthy individuals has found many so-called abnormal 
electrocardiographic configurations. For this reason, 
standardization with any degree of accuracy is difficult. 

Although the authors state that they disagree with 
“those who hold that the electrocardiogram, history, 
and physical findings have little relation to the pre- 
operative cardiac status,” they do not offer any clear- 
cut scientific evidence that the ECG is really the only 
answer to the problem. In view of our present knowl- 
edge, this modality should be used strictly as an ad- 
junct to medicine, for, as pointed out above, there are 
many discrepancies and “unknowns” in the utilization 
of electrocardiographic tracings. The authors appar- 
ently have constructed a system of preoperative cardiac 
evaluation that is intimately tied to a means of exami- 
nation which is, at its best, only an oblique procedure. 
The IBM machine can never eliminate the clinician. 
Wang and Howland"* were cognizant of this fact when 
they stated: 

The fact that the operative and postoperative course of 
many patients bears little relation to the preoperative cardiac 
status as determined by electrocardiographic tracings and a 
history and physical examination suggestive of myocardial 
disease prompted the present investigators to search for a 
more definitive method of determining myocardial function. 
The ballistocardiogram was their answer. 

It is my opinion that the use of the electrocardio- 
graphic configuration as a purely mechanical means of 
ruling in and ruling out clinical disease is to do medi- 
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cine a great injustice. This reminds me of the work 
reported by Steel*’ dealing with the electrocardiograms 
of race horses. He felt that there was a statistically 
significant relationship between the QRS interval and 
the P-wave duration and the horse’s ability to win races. 
However, although the electrocardiogram was found to 
be a useful guide to a horse’s racing potentialities, it 
was of little value in determining what a horse would 
do in a particular race. Thus it is so, in regard to a 
patient’s ability to survive—to win his race with sur- 
gery and anesthesia. 

It is my feeling, at this time, that until more spe- 
cific and definitive methods are devised, patients should 
be viewed as individual entities, using all of the meth- 
ods at hand, and not to be classified according to elusive 


and nebulous procedures. 
J. Leonarp Ivins, M.S., D.O. 
Attending Physician, 
Internal Medical Staff 
Riverside Hospital 
Wilmington, Delaware 
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notes ane] COMMENTS 


Letters EVEN THE occasional reader 

te the of that classic of medical 

periodicals, the British 

editor Lancet, must be aware of 

its lively department enti- 

tled “Letters to the Editor,” 

which often takes up more than five pages. It consists 

of sharp and informative discussions of scientific ar- 

ticles and clinical reports that have been previously 

published. These letters can be characterized as true 

discussions. Some correspondents make further contri- 

bution to the subject of a given article by amplification 

—others present new and related matter. Still others 

write a carefully prepared refutation of the article’s 

conclusions. Those who write The Lancet editor are 

not held back in their remarks because they are fearful 

of raising an “issue,” that the copy might be considered 

“controversial,” or that someone’s feelings might be 
hurt. Here is a medical interchange at its best. 

At point are two interesting letters in The Lancet 
of January 18, 1958, published under the title, “Manip- 
ulation for Backache.” Both letters discuss an article 
on low-back pain which appeared in the January 4 is- 
sue. Both correspondents were appreciative of the 
article but each was critical of the author’s method of 
presentation. One wrote that the author had failed to 
define on clinical grounds what is meant by “lumbo- 
sacral strain,” and thereby had not introduced “order 
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into the chaos of dogma and empiricism which sur- 
rounds the subject of backache and its treatment.” The 
second correspondent affirmed that he was “osteopathi- 
cally inclined” and had been interested and pleased with 
the author’s article. He stated that those “osteopathical- 
ly inclined” have never claimed 100 per cent cure-rate 
with low-back pain, but that they did claim a high pro- 
portion of good results. The correspondent then pro- 
ceeded to amplify the points made in the original article, 
in part as follows: 


If we use greater care in diagnosis instead of grouping all 
patients together under this vague heading of “lumbosacral 
strain,” and if specific treatment is given to each type of low 
backache, then the results should be still better than those 
quoted by Mr. Bremner. This is in fact so. 

If we lumped together all patients with indigestion and 
treated them with alkaline powders, there would be some good 
results; but if they were analyzed carefully and treatment pre- 
scribed accordingly, there would certainly be a higher percent- 
age of good results. 

Differential diagnosis of low backache is difficult, but it is 
a mistake to say that “physical signs are few or absent.” The 
points to look for are: the mobility range of both the area 
and the individual joints; the tenderness in interspinous liga- 
ments; the tension in the erector spinae muscles; the relative 
position of one vertebra to the next; the kyphoses, lordoses, 
and scolioses; and finally changes in fe erect radiographs and 
mobility films. 

The first and fundamental differential point is to distinguish 
between hypermobility and hypomobility. To manipulate joints 
which are already hypermobile is likely to give bad results. 
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The differentiation can be made by palpation and mobility ra- 
diographs, 

If there is hypomobility but no lesion or root signs, manip- 
ulation is almost always indicated. The next point is to locate 
the site of restriction so that the manipulation can be applied 
to the faulty joint rather than to the whole lumbar spine. . 

Mr. Bremner found that in 3.6% of patients the condition 
was aggravated by manipulation. These, and some of those not 
improved, probably had the hypermobility type of low backache 
where the ligaments are overstretched already . . . his series 
aimed specifically at determining the benefit or otherwise of 
one manipulation, and to that end the experiment is to be com- 
mended. But if in private practice one were to make 3.6% of 
one’s patients worse, it would soon ruin the practice. A bad 
reputation travels faster than a good reputation. 

This comment is introduced in the A.O.A. Jour- 
NAL not merely to show that in British medical circles 
and in The Lancet the word “osteopathically” is not 
taboo, nor because both of the correspondents present 
points of view informative to any clinician, but also 
because the subject-matter is one of natural interest to 
many of our own readers and the method of discussion 
is evidence of the sharp response which British physi- 
cians make to the expressed opinions of their colleagues. 

The matter of “Letters to the Editor,” will recall 
to Forum readers the letter which the A.O.A. Editor 
published there in 1953 from the British physician who 
chose to remain anonymous. This physician, himself a 
reader of the A.O.A. JouRNAL, queried its Editor, stat- 
ing thus: 

There is something noticeable about your JourNAL that 
strikes the medical eye: its moribund attitude towards its own 
ideas. Almost all the articles which appear seem to elicit no 
response from the readers and they give the definite impression 
that they seek none. In medical journals with which I am 
acquainted, The Lancet and The British Medical Journal, for 
example, it is a rare thing indeed for an article to pass without 
a letter appearing in the correspondence column challenging the 
opinions expressed. .. . 

What is “a rare thing” for a British medical jour- 
nal is not rare for American medical publications. One 
looks in vain not only in the A.O.A. JourNAL but also 
in medical periodicals generally in this country for 
sharply critical and highly stimulating letters. 

In its April 1954 issue, under the heading “An 
Open Door,” THE JouRNAL invited our readers to sub- 
mit letters in discussion of articles. This issue contains 
a fourth such letter—an average of one a year. The 
door is still open but few pass therein. 

The polemic has long been used in science. Per- 
haps American medicine is not scientific, but techno- 
logic, as its own critics have often categorized it. 


The doctor ™UCH Discussion today is 
in abstract terms and col- 

as 2 lective phrases. Newspa- 
person pers, magazines, TV panels 


and radio programs are 

filled with abstract and col- 
lective nouns as subject material. We hear of social 
change, corporate giving, diseases, new pharmaceuticals, 
doctor shortage, prepayment plans, health, and social- 
ized medicine. A list,quickly becomes endless. In one 
of his last published papers, no less a person than Alan 
Gregg stated that in present-day discussions he missed 
“any reference to a most important item, namely, the 
kind of people that are involved.” 
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To come across an article dealing with the part the 
individual must play amid abstractions is refreshing. 
The Journal of the National Medical Association pub- 
lished in its September 1957 issue a paper by Gunnar 
Gunderson, M.D., that had been read at the 45th An- 
nual Meeting of the John A. Andrew Clinical Society, 
Tuskegee Institute. Dr. Gunderson, speaking on “The 
Physician in the World Today,” called upon doctors to 
recognize that their role had been greatly altered by 
medicine’s becoming a function, not alone of a com- 
munity, but of the state, the nation, and the world. In 
effect, it would seem that physicians as individuals were 
being overwhelmed by abstractions with which they 
have to deal. 


Dr. Gunderson pointed to these changing times as 
posing a dilemma which the physician must face. This 
dilemma he saw as due to the physician’s dual responsi- 
bility in today’s world. As a physician he must keep 
up with the advances of medical science; as a citizen, 
he must expand his field of interest and action. Said 
Dr. Gunderson: 

On all levels—local, state, national, and international— 

health and medical care have been caught up in the sweep of 
present-day public affairs. More and more they are the subjects 
of social, economic, legislative and political proposals. More 
and more they are being recognized as important ingredients in 
the over-all task of promoting world peace and international 
stability. In this situation, the modern physician is being called 
upon more and more for knowledge, opinions and actions out- 
side the pure realm of scientific medicine. How can the individ- 
ual meet and solve the dilemma? 
It can be done only by expanding “his field of interest 
and action—both as a physician and a citizen.” That, 
the speaker emphasized, can be done only by uniting 
with organizations through which the individual physi- 
cian can speak and act at all levels. He named as the 
two main organizations operating at the international 
level, the World Health Organization and the World 
Medical Association. 

For the particular audience to which the author 
spoke he had this brave and encouraging word: 

And whether we are thinking in terms of world health, or 
in terms of national, state or local medical problems, we must 
accept the fact that medicine knows no iron curtain, no bamboo 
curtains, no curtains of any kind—whether they be determined 
by nationality, race, creed, color or social status. The pre- 
carious world in which we live can brook no further delay in 
recognizing the fundamental truths that we are all brothers in 
the sight of God, and that we in medicine also are brothers in 
a profession dedicated to the service of all humanity. 

Herein, Dr. Gunderson frankly recognized that 
there is but one way for the physician to save himself 
from dominance by abstractions and collectiveness— 
that he should cultivate an appreciation of his “rights 
and freedoms” and be willing “to try new approaches, 
new methods and new avenues of cooperation.” 


Alfred Whitehead is reputed to have said that he 
knew of no profession save that of medicine that 
opened to its practitioners the opportunity to exercise 
so wide a range of talents and tastes. But even the ab- 
straction “medicine” possesses no momentum except as 
given it by the individual. 


A doctor can be doubly unique: as an individual 
human being with moral responsibility, he is no mere 
specialized agent of an abstraction but the concrete man 
treating the sick person, not an illness ; as a personality 
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capable of judgment, he will not permit himself to 
become unusable outside his profession. Gunnar Gun- 
derson conceives the physician today as playing a great 
role in the world. That he can do, infinitesimal unit 
that he is, only by guarding his individuality and devel- 
oping it in the knowledge that upon him and upon his 
fellow creatures a world depends. 


Effects THE AMERICAN Association 
for Health, Physical Edu- 
cation, and Recreation has 
activity announced the publication 


in recent issues of its Re- 

search Quarterly of three 
scientific articles having Philip J. Rasch, Ph.D., Direc- 
tor of Biokinetics at Los Angeles County Osteopathic 
Hospital and Associate Professor in Physical Medicine 
and Rehabilitation at the College of Osteopathic Physi- 
cians and Surgeons, as the leading author. The March 
Quarterly carried an article entitled “An Electrocardio- 
graphic Study of the United States Olympic Free Style 
Wrestlers,” based on electrocardiograms recorded from 
seventy-four wrestlers who competed in a tournament 
to select members of the 1956 Olympic Free Style 
Wrestling Team. In general, their electrocardiograms 
did not differ strikingly from those reported in the lit- 
erature for healthy non-wrestlers of equivalent age. 
There was no evidence from this study that arduous 
training and competition in amateur wrestling over an 
extended period produced pathologic changes in the 
normal heart. 

The co-authors of this article were H. Stanley 
Cowell, David D. Geddes, and Eugene R. O’Connell, all 
of the L.A.C.O.H. staff. 

In the same issue of the Quarterly was published 
an investigation on the “Effect of a Combative Sport 
(Amateur Wrestling) on the Kidneys.” Urine samples 
were obtained from sixteen college wrestlers before 
and after participation in a wrestling tournament, and 
40 hours after competition. Competition tended to pro- 
duce the following changes in the composition of the 
urine: increased acidity, the appearance of albumin, an 
increase in the number of casts, the appearance of red 
blood cells, and the appearance of sugar. After the 40- 
hour postcompetition period, these factors tended to 
return to the precompetition levels. These transient 
symptoms did not appear to indicate permanent injury 
to the kidneys. 

Co-authors with Dr. Rasch were Drs. Lucius B. 
Faires and M. Briggs Hunt. Dr. Faires is a distin- 
guished osteopathic surgeon and a past president of the 
American College of Osteopathic Surgeons. Both Dr. 
Faires and Dr. Hunt are members of the L.A.C.O.H. 
staff. 

The third of the series appearing in the May 1958 
issue of The Research Quarterly was titled, “Effects of 
Tournament Stress on Electrocardiograms of United 
States Olympic Free Style Wrestlers.” Again it report- 
ed on a group of wrestlers who competed for a place 
on the 1956 Olympic team. Of these subjects, four 
whose electrocardiograms were normal at rest showed 
no marked electrocardiographic changes as a result of 
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competition. A single subject whose resting electrocar- 
diogram presented the Wolff-Parkinson-White syn- 
drome following competition showed electrocardio- 
graphic changes consistent with those of the wrestlers 
whose tracings were normal. A single subject showed 
electrocardiographic changes following competition, 
suggestive of subendocardial abnormality. 

In this study Dr. Rasch was assisted by Drs. David 
D. Geddes, Carlyle F. Stout and Eugene R. O’Connell, 
all connected with the C.O.P.S. faculty. 


THE FOURTH OF a series of 
papers, “Structural Varia- 
tions of Nerve Endings in 
the Striated Muscles of 
Rats,” by Wilbur V. Cole, 
D.O., was published in the 
December 1957 Journal of Comparative Neurology. In 
summary this paper states that the motor endings in 
striated muscle are different, and it is proposed that 
there may be functional differences that are correlated 
with the structural variations. However, this is not true 
of the proprioceptors or the sensory receptors in muscle 
and tendons. The first paper in this series (Stain Tech- 
nology) described the staining method. The second pa- 
per (Anatomical Record) demonstrated that in a single 
muscle group, such as the gastrocnemius, motor endings 
were constant in morphologic characteristics. The third 
paper (Journal of Comparative Neurology) showed 
that there were definite variations (adaptations?) in 
different species of the vertebrates. The December 
1957 paper shows that there are adaptations within the 
same animal when muscles subserving the functions of 
posture, locomotion, and respiration are compared. This 
paper also indicates that the motor endings in the rat 
do not mature until the rat is 150 grams in weight, 
suggesting that neuromuscular diseases in children may 
be somewhat different from those in adults. 

A study now under way indicates that motor end- 
ings change when muscle undergoes experimental 
atrophy, but that there is a large recuperative factor in 
rat muscle, which will return to normal. The next 
phase, not yet undertaken, will be to ascertain what 
happens in hypertrophy. 


Variations 
of nerve 
endings 


. IS IT BETTER that medical care 
Differences by independent individ. 
and ual doctors who charge their 
difficulties patients for each of the services 


rendered, or by doctors—general 
practitioners and specialists — 
working together in non-profit 
organizations financed by small periodic payments from all their 
subscribers? —Editorial, The New York Times, June 22, 1958. 

That The New York Times should put this ques- 
tion so concretely for the consideration of its readers 
suggests that the issue implicit in the question is one 
that is becoming sharply drawn. The Times, one 
of the greatest among the world’s great newspapers, 
does not open its editorial page to trivial issues, nor the 


737 


aay 
i 
: 
ASS 
: 
i 
(es 
ju 
me 
g 
| 


minor struggles of insignificant groups. The editorial’s 
heading throws the issue on a big screen: “Labor vs. 
Organized Medicine.” The Times points out that the 
long-existing difference between the two groups over 
health protection for union members and their families 
“now seems to be coming to a head.” Characteristically, 
it advises its readers everywhere that the question is one 
that also concerns the American people as a whole. 

In the editorial the situation is described with total 
objectivity, and the lines of opposition are made clear, 
conceptually and organizationally. Restated briefly, the 
American Medical Association and its regional societies 
are denoted as opposed to plans of the sort indicated in 
the editorial’s question, “. . . even to the point of re- 
fusing membership to doctors who join them,”—and 
this The Times declares to be “a serious professional 
handicap.” A.M.A. opposition to these groups springs 
from its claim that they prevent the “free choice” of 
doctors by the public and thereby limit the personal 
relation between doctor and patient essential to good 
_ therapy. 

Organized opposition to A.M.A. policy is seen 
focused in the American Labor Health Association, an 
agency that is promoting growth and unification of all 
forces actively engaged in or backing low cost care 
through health programs. A.L.H.A. recently brought 
tegether in Washington many of these forces, includ- 
ing, as The Times remarked, such dissident groups as 
the United Mine Workers and the A.F.L.-C.1.O., in a 
first national convention of Labor Health Services. 
Among 600 present were welfare fund administrators, 
union officials, doctors, lawyers, and others interested 
in union medical problems. The speakers testified that 
prepayment plans afforded a high quality of medical 
care, reduced its costs, and equalized the financial bur- 
dens which patients have to carry. A.L.H.A. main- 
tained that the A.M.A. has “blocked efforts to provide 
low cost care through union health programs without 
offering any constructive alternative.” 

The Times saw the charge as a challenge that the 
A.M.A. could scarcely ignore at its June meeting in 
San Francisco. JOURNAL copy went to the printers be- 
fore that meeting was concluded so that organized 
medicine’s response to the challenge cannot be noted 
here. Even should the challenge be ignored in San 
Francisco, the issue cannot be forever by-passed nor 
could any answer to this problem that comes out of the 
A.M.A.’s 1958 meeting be a final one. 


The question that The Times posed for its readers 
is but another example of the new problems that are 
constantly arising in society. Nothing is static, and the 
practice of medicine is no exception. The A.M.A. can- 
not be expected to do the impossible—to come up with 
a solution that could prove to be an answer. The am- 
biguities of the human situation itself, as in other mat- 
ters, will not permit it. One thing, however, transcends 
both labor and organized medicine: How can the in- 
creasing millions of this Nation’s people be assured 
health services for themselves and their children that 
are in keeping with the Nation’s vast wealth and re- 
sources? The millions that constitute the general public 
believe that a free society will find the way for them to 
receive those benefits which they cannot obtain by their 
own efforts. 
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Thousands of society’s leaders are hopeful that out 
of the San Francisco meeting will emerge evidences of 
positive thinking rather than a reiteration of the nega- 
tive attitudes that have characterized the past pro- 
nouncements of organized medicine. The language and 
the formulas of a half century ago no longer create 
confidence that the control of medicine is in hands ade- 
quate to administer it for the public good. 

A report on “Building America’s Health” rendered 
to the President of the United States in 1952 stated 
unequivocally that “The maintenance of health must 
now be added to food, shelter and clothing as one of the 
necessities of living.” It is out of this premise that an 
answer to the problems of medical care related to health 
must emerge. 

Organized medicine at the present largely controls 
the methods by which the people of the Nation maintain 
their health. Is its position reconcilable with that of the 
Government and the great body of people that it repre- 
sents ? 

Not labor alone, but also the public looks to or- 
ganized medicine not for a solution but for evidence of 
medical statesmanship commensurate with the tremen- 
dous problems of medical care in a changing society. 


Notes 1% CuRRENT Status 
of Chemotherapy,” which 
— appeared in the January 

form 1958 issue of Arizona Medi- 


cine, its author, Henry 

Brainerd, M.D., sees the 

effectiveness of antimicrobial therapy as seriously im- 
paired by the appearance of resistant strains of micro- 
organisms and by the development of sensitivity by an 
appreciable number of persons. In commenting on this 
article, Dr. Robert B. Thomas, Huntington, West Vir- 
ginia, points to the misuse or ill-advised use of chemo- 
therapeutic agents as the basic factor in their mount- 
ing ineffectiveness. qDr. V. B. Wolfe, Walkerton, 
Indiana, calls the attention of JouRNAL readers to a 
guest editorial in the March 29 issue of The Journal of 
the A.M.A., entitled “The Old-Fashioned Tranquilizer,” 
by Franklin G. Ebaugh, M.D., who points to real tran- 
quility as an achievement of the individual, and not to 
be found synthetically through a capsule or tranquiliz- 
ing pill because “The supply of tranquilizers [is] not in 
the bottle but inside himself.” Dr. Wolfe, speaking as 
a D.O., says, “That statement has a familiar ring.” 
Are you acquainted with the Washington Stetho- 
scope, published twice monthly at 1244 19th Street, N. 
W., Washington 6, D.C.? If you are among those physi- 
cians who feel it important to be kept abreast of mat- 
ters relating to medical care as developed at the Capital 
level, sample WS by a trial subscription for 3 months 
for $3.00. Washington Stethoscope is published for 
practicing physicians who wish to know, just as its 
counterpart, the weekly Washington Report on the 
Medical Sciences, is prepared for organization adminis- 
trators. The service that both of these publications 
render is a valuable one in these times of social changes 
that are strongly influencing the practice of medicine. 
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AN INTERIM REPORT 


P Now, if ever, comes a breather in the reporting of 
osteopathic affairs. Now comes the interim between a 
year just ended and another not yet fully begun. 

Fiscal reports are in. At this writing the curtain 
is about to rise on another A.O.A. National Convention. 
In ordained succession, on the evening of July 17 the 
official gavel will go to a new President of the Ameri- 
can Osteopathic Association. The deliberations of the 
Board of Trustees and House of Delegates will be in 
full voice and vote. Now is the time to apply the yard- 
stick to 1957-1958. 

As an association, what have we done? Many, 
many things. New projects have been started, new 
ideas sparked, old work completed. On the nation-wide 
osteopathic front, progress has been made. 

We hear and talk much of osteopathic develop- 
ment. In the talking, we see this development as a glow 
on the far horizon, a matter of momentous decisions, 
broad canvases, sweeping visions. This is, of course, 
essential. Our eyes must be on the horizon. But we 
must also keep in sight the day-by-day, month-by- 
month, year-by-year effort on the many things, great 
and small, the paths that carry us toward our horizon. 
This year, what milestones have we passed? Here are 
a few of them: 

Numerically.—For the first time, A.O.A. member- 
ship has crossed the 10,000 mark. In round numbers, 
we have gained 300 members this year, 500 in the last 
2 years. Membership in divisional societies has in- 
creased to 9,900. This is 250 more than last year. Os- 
teopathy now has only 1,300 practitioners who belong 
neither to a state nor the national Association. 

Osteopathic colleges added eighty-two students to 
their total year’s enrollment. Accepted applications for 
next year are up 20 per cent over this year. The Mead 
Johnson awards have been increased to six and the na- 
tional osteopathic Auxiliary scholarships to seven. 
Close to 100 students were this year granted loans from 
the Student Loan Fund. 

Money-wise—The gross income of the Associa- 
tion for 1957-1958 was more than $1,000,000—$120,000 
greater than the gross of 1956-1957. Ninety-eight com- 
mercial exhibits at the Convention will gross $21,300. 
This represents a sell-out of all available space. The 
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growth in publication advertising indicates the accept- 
ance by pharmaceutical and medical supply houses of 
the importance of the osteopathic market. 

Fund-raising.—The Osteopathic Progress Fund 
income approached $750,000—$34,000 over last year, 
and close to $100,000 over 2 years ago. Christmas Seals 
continued upward with a year’s gross of $66,000— 


Buildings across Ohio Street, Chicago, are reflected in mar- 
ble facade of A.O.A. National Headquarters. After 10 years' 
occupancy, Central Sttice still looks like new. 


$10,000 more than last year. The expansion of the 
support-through-dues mechanism and the increase in 
public giving account in large part for the O.P.F. up- 
swing; in the seal campaign, 60 per cent of the year’s 
income came from the public. 


Hospitals—Osteopathic hospital beds, in registered 
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hospitals and those approved for intern and resident 
training, now total close to 10,000. This year 700 beds 
were added. 

Colleges.—Five of our colleges have made signifi- 
cant additions to their physical plants. The Philadelphia 
College has moved into its new Administration Build- 
ing, the remodeled spacious mansion located on its new 
campus on City Line Avenue. Kansas City College 
opened its New Clinic during the Child Health Con- 
ference in April. The Chicago College last fall opened 
its new Basic Science Building. This was significant 
not only in the growth of an osteopathic institution, but 
also in the reclamation of Chicago’s well-known univer- 
sity area. The Los Angeles College has opened its 
Rehabilitation Center and is to move next fall into the 
new $9,200,000 osteopathic unit of the Los Angeles 
County Hospital, thus enlarging the scope of 30 years 
of osteopathic care of the indigent sick. Kirksville has 
added another rural clinic, bringing its total to nine. 
The sociomedical importance of these clinics—an inno- 
vation in rural health care—-cannot be overestimated. 

Central O ffice.—Of immediate—and extremely ac- 
tive—interest to the sixty staff members in national 
headquarters has been the year’s process of alteration. 
Departments have shifted, partitions have been 
dropped in, equipment has been rearranged—all to 
make the best possible use of the Central Office space 


National Headquarters shifts departments, alters space in interest of efficien- 
cy—Below: Tom t manager, works at circular 
desk in new third _ saad of the Business Office. 


Right: 
Charlene Sladek, her assistant, at the file which houses the index cards of 
the 2-year |.B.M. statistical study now nearing completion. 


Josephine Seyl, supervisor of information and statistics, works with 


Below, right: Robert A. Klobnak, director of the Division of Public and Pro- 
fessional Service, discusses a public relations problem with his secretary, 
Irene Bronk. P.&P.S. is now in space formerly occupied by the Treasurer, 
Kenneth L. Ettenson, and his staff. 


(Illustrations for this article are reprints from the slide presentation, 
“Your Central Office,” produced this year by the audio-visual director of 
P.&P.S., working in collaboration with the chairman of program of the 
Auxiliary to the American Osteopathic Association.) 
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and to push as far as possibie into the future the addi- 
tion of another floor. 

The Business and Accounting Departments now 
occupy the south end of the third floor. At the north 
end, the area that was once a place of shadows and 
storage shelves is now the colorful and spacious Mem- 
bership Department. Its former space on the first floor 
is now an additional conference room of soft colors and 
capacious chairs upholstered in leather. 

The Division of Public and Professional Service 
has moved from the third to the first floor, to the space 
formerly occupied by the Treasurer and his staff. 

On the second floor, the Office of Education has 
moved two offices to the west. The new quarters of In- 
formation and Statistics look out upon Ohio Street. Its 
supervisor announces the near completion of the I.B.M. 
statistical study started in the fall of 1956. The mem- 
bers of the stenographic and secretarial corps of the 
second floor now have their own partitioned offices. 

Rearrangement of equipment in the Production 
Department and the installation of ceiling-high bins in 
the storage room have added eye-appeal and efficiency. 

Keeping up to all the changes is the careful main- 
tenance that keeps the 10-year-old building looking as 
fresh as the yews and tropical plants that grow in its 
entranceway. 

Legislation.—The year has brought progress. The 
Federal Government, thirty-six states, the District of 
Columbia, and the Territory of Hawaii now recognize 
osteopathic physicians as full partners in the work of 
restoring and maintaining health. Rhode Island has re- 
vised its law to meet modern practice conditions. 

In a number of states legislative commissions, ap- 
pointed by the state, are hearing and studying evidence 
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on the licensing of doctors of osteopathy. First to re- 
turn a judgment was the Georgia commission. Its report 
was favorable. In Illinois, Minnesota, and Nebraska, 
studies will not be completed until fall. This use of the 
legislative committee opens a new approach to the mat- 
ter of licensing physicians. 

Public Health Education.—Osteopathy continues 
to extend its activity in public health education. This 
year, as a member of the National Health Council—a 
privilege the profession as a whole is still far from 
appreciating—we are sponsoring a project that is to 
test present methods of public health education. THE 
JourNnat for June (p. 684) tells the first chapter of 
“Paducah Story,” so called because the surveys are be- 
ing conducted in this Kentucky town. The Division of 
Public and Professional Service is responsible for os- 
teopathy’s part in the project. 

To keep the public press informed on osteopathic 
developments, scientific, social, and clinical, the Divi- 
sion of P.&P.S. this year initiated Science and Re- 
search News, a monthly release to 500 major daily 
newspapers and 275 medical and science writers for 
newspapers and magazines. On the press now is a 
booklet of impressive design and content, the Associa- 
tion’s initial fund-raising brochure addressed to foun- 


Charles Bertel, Sophie O. Born, and ! 
Christine Makos, left to right, keep 
things rolling in the Production De- 
partment of Central Office. Here 600 
copies of the 300-page agenda were 
recently mimeographed, assembled, 
and mailed to members of the A.O.A. 
Board of Trustees and House of Dele- 
ates for use during the National 
onvention. 
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dations, industry, and business. 

It has long been the plaint of Auxiliary leaders 
that too many doctors’ wives know too little about the 
A.O.A. and, in particular, about Central Office. To 
correct this, the A.A.O.A. chairman of programs and 
the A.O.A. audio-visual director this year collaborated 
to produce “Your Central Office.” This is a slide and 
script presentation that pictures Central Office areas 
of service and the people who do the work. It is being 
distributed through both the A.O.A. and the A.A.O.A. 

Among the national health associations to be rep- 
resented in the A.O.A. Convention’s scientific exhibit 
are the United States Cerebral Palsy Association, the 
American Tuberculosis Association, and the National 


Safety Council. 


* * * 


These are meager samplings of osteopathy’s story 
for the year. They only hint at the span of the day-by- 
day, steady, “natural” growth of an organized profes- 
sion. They do, however, epitomize in some measure the 
background that has produced one item on the Conven- 
tion agenda of the Board of Trustees and the House 
of Delegates. 

This is called “Item 7, Report P of the Unassigned 


Membership Department transfers to 
new quarters—The north end of third 
floor, until this winter a place of shad- 
ows and storage shelves, is now the 
colorful and spacious Membership De- 
partment. Left to right, Jeanne Cun- 
ningham, Lois Lockhart, and Charlotte 
Schroeder keep up to date on the 
13,000 b $s of the pr f. i 


The annual A.O.A. Yearbook and Di- 
rectory is produced in the member- 
ship department, under the supervision 
of Caroline Wells. This year, for the 
first time, Association membership 
tops the 10,000 mark. 
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Committees.” It is the report of the Committee on 
A.O.A, Organizational Structure. For the entire year, 


a searching study of the A.O.A. system of departments, 
bureaus, and committees has been under way. In the 
opinion of the profession’s best parliamentary minds, 
the present structure is top-heavy and outmoded. Re- 
port P is expected to suggest ways to simplify and 
streamline organizational methods that have grown un- 
wieldy as the profession has advanced in numbers, ac- 
tivity, and influence. This Report, adopted, would 
go down in A.O.A., history as another peak accom- 
plishment. 


DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of Public Education 
On Health 


ROSWELL P. BATES, D.O., Chairman 


Illinois now requires biennial 
registration of licenses 


> The Illinois Medical Practice Act was amended at 
the 1957 session of the Legislature to require biennial 
registration of licenses. Every license issued under the 
Medical Practice Act, either to treat human ailments 
or to practice medicine and surgery, must now be re- 
newed every 2 years, on or before July 1 of even- 
numbered years. The renewal fee is $6.00. 

Doctors of osteopathy licensed and practicing in the 
state were mailed new forms for renewal from the De- 
partment of Registration and Education well in advance 
of the July deadline. Doctors who hold Illinois licenses 
but who are practicing outside the state, however, will 
not have received them. Since this law has just gone 
into effect, these doctors should immediately send their 
renewal fees of $6.00 to the Director, Department of 
Registration and Education, State Capitol, Springfield, 
Illinois, with their names, present addresses, certificate 
numbers of their Illinois licenses, and an explanation 
of their delay in supplying this information. 

It is recommended that all license holders keep the 
Department informed at all times of current addresses. 
Any license-holder who has failed to renew his license, 
whether or not he is in active practice, may have it 
restored within 5 years of the date of expiration upon 
payment of all lapsed renewal fees and a restoration fee 


of $5.00. 


Impartial medical testimony in 
personal injury cases 


> In recent years there has been increased interest on 
the part of the legal profession in the use of impartial 
medical testimony in personal injury cases. Many 
lawyers and judges, as well as doctors, believe that 
resort to an impartial panel tends to improve the ad- 
ministration of the law in regard to cases which require 
medical testimony. 

Bills proposing the establishment of impartial 
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panels of qualified physicians to which courts can resort 
in cases requiring the testimony of physicians, have 
been introduced and considered in some states. On June 
2, 1958, the United States District Court for the East- 
ern Division of Pennsylvania adopted the following 
Rule for Medical Examination in Personal Injury Ac- 
tions Pursuant to F.R. Civ. P. 83 and Supplementary 
Civ. P. 35: 

A. In any personal injury case in which, prior to the trial 
thereof, a judge shall be of the opinion that an examination of 
the injured person and a report thereon by an impartial medical 
expert or experts would be of material aid to the just deter- 
mination of the case, he may, after consultation with counsel 
for the respective parties and after giving counsel a hearing, if 
such hearing be requested by either counsel, order such ex- 
amination and report. The examination will be made by a 
member or members of a panel of examining physicians desig- 
nated for their particular qualifications by the Medical Society 
of the State of Pennsylvania after consultation with a commit- 
tee appointed by the President of the Pennsylvania Bar Asso- 
ciation and with the court. Copies of the report of the examin- 
ing physicians will be made available to all parties. 

B. The compensation of the expert or experts shall be 
fixed by the judge ordering the examination and shall be paid 
equally by each party to the litigation unless such judge, in his 
discretion, orders payment to be made otherwise in order to 
meet special factual situations. 

C. If the case proceeds to trial after such examination and 
report, either party may call the examining physician or physi- 
cians to testify or the trial judge may, if he deems it desirable 
to do so, call the examining physician or physicians as a wit- 
ness or witnesses for the court, subject to questioning by any 
party, but without compensation by any litigant. 


Medicolegal abstract 


Harrison Narcotic Act.—Title 26, Sections 4721 
(4) and 4722 of the United States Code requires that 
physicians who are entitled to distribute, dispense, give 
away, or administer narcotic drugs register and pay an 
occupational tax. The amount of the tax is $1.00, and 
it is to be paid to the Secretary of the Treasury of the 
United States or his delegate, the District Director of 
Internal Revenue. It must be paid on or before July 1 
and covers the period from July 1 to June 30. The 
physician is required to register his name or style, place 
of business, and place or places where such business is 
to be conducted. Physicians so registered may dispense 
or prescribe narcotic drugs in good faith for legitimate 
medical purposes. 
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DEPARTMENT OF PUBLIC RELATIONS 


Dr. Bain becomes 
Deputy Chief of Children’s Bureau 


>» Dr. Katherine Bain has been appointed Deputy 
Chief of the Children’s Bureau, U. S. Department of 
Health, Education, and Welfare, Mrs. Katherine B. 
Oettinger, Bureau Chief, announced on June 6, 1958. 

Dr. Bain, a long-time member of the Children’s 
Bureau staff and a former practicing pediatrician, suc- 
ceeds Mrs. Elizabeth Healy Ross, who resigned last 
November. 


Dr. Bain entered the government service as Direc- 
tor of the Division of Research in Child Development 
in the Children’s Bureau in 1940, after 13 years of 
pediatric practice in St. Louis, Missouri. Most recently, 
she has been Assistant to the Bureau Chief for Program 
Development. 

During the war, Dr. Bain helped in civil defense 
planning with emphasis on evacuation of children, day 
care of children of working mothers, planning for ma- 
terials in scarce supply, and feeding in occupied coun- 
tries. She was a member of the Technical Secretariat, 
United Nations Conference on Food and Agriculture, 
held in Hot Springs in 1943. 

Under Dr. Bain’s guidance, the Clearinghouse for 
Research in Child Life was established in the Children’s 
Bureau in 1949. It is a center of information on re- 
search in universities and other centers throughout the 
Nation. 

Born in St. Louis, Missouri, Dr. Bain was gradu- 
ated from the University of Missouri in 1920, and re- 
ceived her M.D. from Washington University in 1925. 
She trained in the San Francisco Children’s Hospital 
and the St. Louis Children’s Hospital, and has served 
on the teaching staff of the Washington University 
School of Medicine and the St. Louis Children’s Hos- 
pital. She began pediatric practice in St. Louis in 1927. 


Hill-Burton hearings 


> The following letter was made a part of the hear- 
ings on bills to amend the Hospital Survey and Con- 
struction Act (Hill-Burton Act) : 


Honorable John Bell Williams, Chairman 
Subcommittee on Health and Science 
Committee on Interstate and Foreign Commerce 
U. S. House of Representatives 

Washington, D.C. 


Dear Mr. Williams: 


In advocating the establishment of the Hill-Burton program 
in 1946 before this Committee at that time, we indicated the 
cooperation of the American Osteopathic Association and the 
American Osteopathic Hospital Association in carrying out the 
objectives involved. 


In the intervening years our affiliated institutions have 
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joined in both Part C and Part G of the program. Others are 
planning participation. 

H. R. 6833, H. R. 7575, and H. R. 7741, now the subject 
of hearings before your Subcommittee, all provide for a three- 
year extension of the program. 

We believe the public interest demands a continuation of 
the program because of substantial unmet needs. 

There are some 13,000 beds in 393 hospitals staffed by os- 
teopathic physicians and surgeons. They are located in 325 
cities and towns. Two hundred sixty-five hospitals included in 
the Annual American Osteopathic Hospital Association Census 
as of December 31, 1956, reported 533,933 inpatient admissions, 
200,387 surgical procedures and 74,277 live births. 

Ninety of our hospitals containing 49 per cent of the beds 
are located in cities of over one-hundred thousand population. 
A substantial number of these need to replace obsolete beds, 
but they are prevented from Hill-Burton participation for the 
purpose due to the operation of a priority system that has be- 
come unrealistic in this respect. 

We understand from recent testimony by the Acting Sec- 
retary of the Department of Health, Education, and Welfare 
during these hearings before your Health and Science Subcom- 
mittee that sufficient legal authority may already exist to sup- 
port a revision of the priority regulations to permit moderniza- 
tion of hospitals located in the metropolitan districts. We hope 
the Committee will resolve any legal doubts in the matter and 
assure that the necessary revision of the priority regulations 
can and will be accomplished. 

We appreciate your consideration and we would be obliged 
if you will incorporate this letter in the record of the hearings. 


Very truly yours, 
C. D. Swope, D.O. 


Chairman 


Compulsory x-ray programs 


> The Public Health Service, the Office of Education, 
and the Children’s Bureau, on June 26, 1958, recom- 
mended that state and local authorities consider replac- 
ing compulsory x-ray programs with the tuberculin skin 
test as the initial means of detecting tuberculosis among 
students and school employees where experience has _ 
shown a low incidence of cases. In urging consideration 
of skin tests in school health programs, they pointed out 
that chest x-rays could then be limited to those whose 
skin tests were positive. 

Some time ago the three Federal agencies asked 
their joint Committee on Health of the School Age 
Child to study tuberculosis case-finding technics in the 
light of tuberculosis prevalence, the number of new cases 
found through x-ray programs, and the effects of pe- 
riodic exposure to low-level radiation. 

The Public Health Service some months ago rec- 
ommended as a general policy that x-ray surveys be 
conducted on a selective rather than on a mass or com- 
munity-wide basis. 

The Committee urged state and local health au- 
thorities to seek changes in laws and regulations which 
make periodic chest x-ray examinations compulsory, 
thus paving the way for application of new knowledge 
and technics. 
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Tuberculosis case-finding is an important factor in 
school and college health programs, the Committee 
pointed out. In the light of changing conditions, how- 
ever, the value of mass x-ray programs should be 
weighed against costs and radiation exposure, the Com- 
mittee said. In making any program changes, state and 
local education officials were urged to seek professional 
advice and assistance from state or local health au- 
thorities. 

The Committee also recommended that where x-ray 
programs are conducted, the equipment be inspected at 
regular intervals and adequate safeguards used to pro- 
tect all persons from unnecessary radiation. 


1960 White House Conference 
on Children and Youth 


Marion B. Folsom, Secretary of Health, Educa- 
tion, and Welfare has invited state governors to appoint 
special committees and begin preparations for a na- 
tional and state-by-state stocktaking on problems of 
children and youth. 

This is the second major step in starting the ma- 
chinery for the 1960 White House Conference on Chil- 
dren and Youth. President Eisenhower, on May 27, 
announced that the Conference would be held in March 
1960 and asked Secretary Folsom to make the necessary 
preparations. 

Such a Conference has been held every 10 years 


since President Theodore Roosevelt convened the first 
one in 1909, 

Secretary Folsom, in a letter to governors of each 
state and territory, invited them to appoint state com- 
mittees to participate in planning for the 1960 Confer- 
ence. These committees also would serve as liaison 
groups between the states and an over-all national ad- 
visory committee to be appointed by the President. 

The Secretary’s letter to the governors was re- 
leased on June 2, 1958, and reads as follows: 


May 29, 1958 
Dear Governor: 


Every ten years during this century the President of the 
United States has called a White House Conference on Children 
and Youth so that the people of this Nation might have a means 
of determining how well we are guarding and developing our 
greatest resource. 

I am enclosing a copy of the President’s letter to me an- 
nouncing the 1960 White House Conference on Children and 
Youth in which he sets forth his plans and hopes for the Con- 
ference. 

At this early stage of preparation, I would like to be sure 
that your State’s interests are represented in the Conference 
planning. I, therefore, invite you to appoint a liaison group 
soon for this purpose. Such a committee should be broadly 
representative of all groups concerned with children and youth. 
In many States such groups are already in existence, ready to 
be utilized. The responsibility of this committee should be for 
planning for the 1960 White House Conference within the State, 
for liaison with a national committee, and for an effective 
channel of communication between your State and the staff of 
the Conference which will be attached to the Children’s Bureau 
of this Department. 

I am writing you now so that you may be aware of this 
undertaking and that the people of your State may be ready to 
take part in the early planning. I shall be pleased to receive 
from you your designation of the appropriate liaison for your 
State. 


Sincerely yours, 


/S/ 


Secretary 


THE AO.A. CODE OF ETHICS 


Financial remuneration* 


> A characteristic of every profession is that financial 
remuneration is not the main objective of its members 
in rendering care. Rather, the first purpose is to serve. 
In this regard, a profession differs inherently from oc- 
cupations which hold financial reward to be their basic 
objective. 

In the professions of law and medicine, services 
are ordinarily performed on a fee rather than a wage 
or salary basis. Professional service, accomplished in 
a professional manner, is a primary concept, with fi- 
nancial remuneration a secondary consideration. It is 

*This is the eleventh in a series of short articles on the meaning of 
ethical standards as applied to the practice of osteopathy; the first three 
were published in the July, August, and September 1957 issues of THE 
Forum oF Osteopatuy. Subsequent articles have been published in Tue 
JourNAL, beginning with the December 1957 issue. The A.O.A. Com- 
mittee on Ethics and Censorship strongly urges the reprinting of these 


articles, wholly or as excerpts, as they appear from month to month. In 
all cases, wording should not be changed but reprinted verbatim. 
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in the acceptance of these concepts that the professions 
display most clearly their sense of obligation to the 
public. 


Article VI of the Code recognizes the long-stand- 
ing principle that medical indigency, mutual profession- 
al obligations, and public duty may require physicians 
to provide their services without financial remuneration. 
Such circumstances place valid claims upon the profes- 
sion and may negate expectation of payment for serv- 
ices provided. In what degree a doctor is obligated to 
meet such public needs depends largely upon local con- 
ditions, and upon the presence or absence of local 
health plans. The unfailing willingness of doctors to 
meet them, however, indicates, probably better than any 
other one thing, the public service aspect of the pro- 
fession of healing. 


Fees for professional services differ throughout 
the country. Nonetheless, in most areas a certain level 
of financial remuneration for services does become 
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established. Thus the primary obligation of providing 
health care does not become impeded or affected by 
bargaining or competition. The need of the public for 
health care cannot be jeopardized by open competition, 
or “buyer beware”’ principles. The training and skill 
of physicians cannot be bargained for, and the public 
right to seek out such services, free from competitive 
conditions, must be maintained. Otherwise both public 
confidence and the standard of health care are under- 
mined. The doctor, in turn, has a right to expect to be 
free of competitive conditions, and be able to exercise 
fully his professional knowledge and training apart 
from such circumstances as are found in ordinary busi- 
nesses or corporations. 

There exists a relationship of trust and confidence 
between the physician and the patient both in regard 
to the providing of professional services and the man- 
ner of payment. A patient is entitled, because of this 
relationship of trust and confidence, to full knowledge 
concerning the fees which he will be required to pay. 
Since a physician receives certain privileges, among 
them protection from financial competitive conditions 
and other commercial factors, patients have the right 
to expect full financial knowledge. As is recognized by 
the profession, a complete knowledge concerning re- 
muneration avoids dangers that might otherwise arise. 
The public accords doctors special privileges. They 
are protected from advertising; all practice under 
stringent regulation and licensing, are given legal con- 
siderations not accorded other persons, and occupy po- 
sitions of prestige and responsibility in the community ; 


and their professional services are placed upon a spe- 
cial level. 

In turn, the public and the leaders of the profes- 
sion recognize that physicians cannot commercialize 
their services. In particular, because of the relationship 
of trust and confidence, they may not make secret 
arrangements among themselves for the division of a 
fee paid by the patient for the services of one doctor. 
Therefore, the division of a fee among doctors without 
the knowledge of the patient, in common parlance, “fee 
splitting,” is prohibited by the A. O. A. Code of Ethics 
and by the laws of most states. 

Modern conditions have resulted in changes in the 
economics of medical practice, but the basic ethical 
principles remain unchanged. A doctor should be paid 
a fee commensurate with the professional services 
rendered by him to a patient. A doctor should not be 
paid in the absence of professional services, nor on a 
basis not commensurate with the extent or type of 
services rendered by him in a particular case. Payment 
of any secret commissions or the splitting of fees with- 
out the knowledge of the patient tends to commercialize 
the profession and lower the standard of care. 

These facts are so well accepted as to need no dis- 
cussion. Adherence to these primary principles of 
ethical care leads to the development of higher pro- 
fessional standards among the physicians and greater 
confidence on the part of the public. Patients expect 
their physicians to exercise integrity and trust. They 
are the basic factors in the doctor-patient relationship 
which is such an important element in patient care. 


of the Indiana osteopathic associ- 
ation’s distinguished service award, 


M ead J ohnson Committee The Kinsinger Plaque, was the per- 


son largely instrumental in gaining 
the Mead Johnson grants for the 


to publicize fellowship program sion 


> Members of the Headquarters 
Staff, working under the direction 
of Dr. John W. Mulford, chairman 
of the Committee on Mead Johnson 
Grants, have in process of produc- 
tion two releases to bring the Mead 
Johnson graduate education pro- 
gram to the attention of osteopathic 
educators, students, and _ recent 
graduates. 

The first of the two, “Fellow- 
ships in Osteopathic Practice,” will 
be placed in the hands of college 
administrators and faculty mem- 
bers, to inform them of the pur- 
poses and conditions of the fel- 
lowship program. The second re- 
lease comprises the application and 
authorization forms. It will be cir- 
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cularized during the coming ac- 
ademic year to seniors in osteopathic 
colleges and to doctors who have 
graduated within the 4-year period 
stipulated by the graduate program. 

This material will launch the fel- 
lowship grants on the fourth year 
of operation. Started in 1956 with 
three awards, the number has now 
been increased to six. All are grant- 
ed in the field of osteopathic prac- 
tice: four in general practice, one 
in pediatrics, and one in obstetrics 
and gynecology. 

Working with Doctor Mulford 
on the Committee are President- 
Elect George W. Northup and Dr. 
J. Wesley Elbert, Petersburg, In- 
diana. Dr. Elbert, the 1956 winner 


Dr. Henry, Mr. King 
resign positions 
on Headquarters Staff 


> Dr. Clyde C. Henry and Mr. G. 
Willard King have resigned as 
members of the Headquarters Staff. 

Dr. Henry, whose resignation 
will become effective on October 1, 
will have been with the Association 
2 years as director of inspections 
for the Bureau of Hospitals. A 
certified radiologist, Dr. Henry 
plans to return to private practice. 

Mr. King, who came to the Asso- 
ciation in February 1957, served 
first as director of the Osteopathic 
Progress Fund, then as executive 
director of the Osteopathic Founda- 
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ACTIVITIES 


tion. He left on July 1 to become 
director and executive secretary of 
a national fund for dental educa- 
tion, a new structure sponsored by 
the American Dental Association 
and the American Association of 
Dental Schools. 


Materials for 1958 
Christmas Seal campaign 


> Shelves in Central Office stor- 
age space marked “Christmas Seals” 
are filling up as materials for the 


P.&P.S. PReviews and PRojects 


Audio-Visual—Chairmen of os- 
teopathic programs, particularly for 
district and state meetings, are wel- 
coming the new medical and health 
film service being offered by THE 
JouRNAL in collaboration with the 
audio-visual office of P.&P.S. 

Films produced by hospitals, 
health associations, research labora- 
tories, and pharmaceutical houses 
are being catalogued and reviewed. 
Included in the listing are films pub- 
lished within the year and films on 
diagnosis and treatment which, al- 
though older, retain their value. 

They are provided by the pro- 
ducers upon request. Unless other- 
wise indicated, there is no charge 
other than postage. Here is the list- 
ing for July: 


Ano-rectal Sigmoidoscopic Ex- 
aminations.—Diagnosis and_treat- 
ment of rectal disease are here de- 
scribed. Emphasis is placed on the 
fact that untreated rectal disease 
may result in extensive infection 
and malignant degeneration. The 
film demonstrates a technic for ano- 
rectal and colonic examination. En- 
doscopic photography _ illustrates 
pathologic conditions found at dif- 
ferent levels of the rectum, from 
simple irritation to pinworm in situ, 
and shows benign and malignant 
disorders. 1956. 16 mm., color, 
sound, 35 minutes. Medical Film 
Guild, 506 West 57th Street, New 
York 19, New York. 


Vascular Headache.—Here is a 
discussion of the causes, mecha- 
nisms, and treatment of vascular 
headache, with particular emphasis 
on migraine. Included is a statisti- 
cal analysis of the general as well 
as the “headache” population. 1957. 
16 mm., color, sound, 15 minutes. 
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Medical Film Division, Organon 
Inc., Orange, New Jersey. 


To Your Health.—This is an un- 
usual and effective approach to al- 
coholism. The film explains the 
problems of alcoholism in a novel 
and effective way, aimed toward 
the general public. It would be a 
good starting point for group dis- 
cussion. 1957. 16 mm., color, sound, 
10 minutes. Rental charge. Center 
for Mass Communication, 1125 
Amsterdam Avenue, New York 25, 
New York. 


Edema in Congestive Heart Fail- 
ure.—This is a review of the normal 
and abnormal fluid and electrolyte 
content and balance of the body as 
they relate to congestive heart faii- 
ure. The backward and forward 
failure theories are explained. Fi- 
nally, the various means of control- 
ling edema of this type are dis- 
cussed. 1957. 16 mm., color, sound, 
20 minutes. G. D. Searle and Com- 
pany, P.O. Box 5110, Chicago 80, 
Illinois. 


Adventure in Maturity.—This is 
a film that deals with the adjustment 
problems of older people. It follows 
the experience of one woman and 
her return to useful living. Pro- 
duced by The University of Okla- 
homa. 1956. 16 mm., color, sound, 
22 minutes. International Film Bu- 
reau, 57 East Jackson Boulevard, 
Chicago 4, Illinois. 


Anger at Work.—The effects of 
stress in everyday living are depict- 
ed in this film. It shows how tension 
may reduce effective family and 
community participation, how pres- 
ent or past pressures may cause a 
person to “blow up” unexpectedly, 
develop a variety of symptoms, be 


1958 campaign roll off the presses. 

Already in place are the year’s 
supply of envelopes, stationery, 
acknowledgment cards, and _ pack- 
aging materials. On the press are 
150,000 sheets of seals, posters, and 
folders of explanation and appeal. 

All campaign pieces this year are 
in flame and blue-green, an inter- 
esting variation of the traditional 
Christmas red and green. Campaign 
art work is being done by Robert 
Amft, Chicago artist of the modern 
school. Mr. Amft was the artist 
for the 1956 campaign. 


injured, or lose a job. The film is 
appropriate for adult groups con- 
cerned with behavior and mental 
health. It is produced by the Uni- 
versity of Oklahoma. 1957. 16 mm., 
sound, black and white, 21 minutes. 
International Film Bureau, Inc., 57 
East Jackson Boulevard, Chicago 4, 
Illinois. 


Staff travels 


» Five members of the Central 
Office staff were away on Associ- 
ation business during June. Dr. 
Clyde C. Henry, director of hos- 
pital inspections, continued his 
schedule of visits to hospitals in 
Michigan. Walter A. Suberg, 
Business Manager, flew to Los 
Angeles and Seattle, June 9 to 11, 
to evaluate these two cities as 
sites for the 1962 A.O.A. conven- 
tion. 

Dr. Raymond P. Keesecker, 
Editor, was in Troy, New York, 
the week of June 9, attending the 
first Medical Writers Institute to 
be held at the Rennselaer Poly- 
technic Institute. G. Willard King, 
executive director, The Osteo- 
pathic Foundation, was a speaker 
at the Northwest Osteopathic 
Convention, held June 12 to 14 in 
Seattle. This was the annual 
meeting for the Washington and 
Oregon associations. Mr. King 
was also on the program of the 
annual meeting of the Iowa So- 
ciety of Osteopathic Physicians 
and Surgeons, held in Des Moines, 
May 25 to 27. 

Robert A. Klobnak, director, 
Division of Public and Profes- 
sional Service, was in Carbon- 
dale, Illinois, the week-end of 
June 13 to review the progress of 
the health education study being 
conducted by the Southern IIli- 
nois University under A.O.A. 
sponsorship. 


Journat A.O.A. 


we 


Literature 


Peripheral arterial emboli 


P A STUDY BASED ON 64 patients with a total of 86 peripheral 
arterial emboli is discussed by William C. McGarity, M.D., 
William D. Logan, Jr., M.D., and Frederick W. Cooper, Jr., 
M.D., in the April 1958 issue of Surgery, Gynecology and Ob- 
stetrics. Forty of the patients were males and 24 were females. 
The peak incidence was in patients in the sixth and seventh 
decades of life. The youngest patient was 13 and the oldest 87 
years of age. The most common source of the emboli was a 
mural thrombus in the left side of the heart in patients with 
auricular fibrillations or recent myocardial infarction. Over 40 
per cent of the emboli occurred in the femoral vessel. Vessels 
of the upper extremities accounted for 18.6 per cent. Pain or 
paresthesia at the site of the lesion or distal to it constitutes 
the most frequent initial symptom of arterial embolus. In most 
cases, particularly when pain is an initial symptom, color and 
temperature changes are noticeable soon after arterial occlu- 
sion develops. Not every patient with an arterial embolus is a 
candidate for embolectomy. Among factors to be considered 
are general condition, coexistence of heart disease, and the ade- 
quacy of the collateral circulation in the affected extremity. 
Some patients with an embolus in the popliteal vessel or in the 
upper extremity can be managed conservatively. Conservative 
treatment is indicated for patients so critically ill from other 
diseases or from simultaneous cerebral or visceral embolism 
that any but supportive treatment may be hazardous, and for 
patients with adequate collateral circulation in the affected ex- 
tremity. In these patients, sympathetic blocks should be used 
immediately to relieve the reflex spasm of the collateral vessels. 
Anticoagulants are imperative to prevent propagation of thrombi 
and insure patency of the collaterals. Embolectomy is the pre- 
ferred surgical procedure, but arteriectomy, permanent interrup- 
tion of sympathetic pathways, amputation, and resection of the 
left auricular appendage and mitral commissurotomy may be 
used as indicated. In this series, best results were obtained 
when treatment was started within the first 6 to 12 hours after 
occurrence of the embolism. Embolectomy was successful in 70 
per cent of the cases, as compared to 38 per cent of 1,167 em- 
bolectomies for which results were given in the reviewed litera- 
ture. The mortality rate in the 64 patients was 29.6 per cent 
(18.7 per cent in the surgically treated group and 10.9 per cent 
in the conservatively treated). Most of the deaths were due to 
associated diseases. 


Pediculosis capitis 

in preschool and school children: 
control with a shampoo containing 
gamma benzene hexachloride 


® AccorDING To John Gardner, M.D., in the April 1958 issue of 
The Journal of Pediatrics, medicaments presently available for 
eradication of pediculi have the disadvantages that they require 
contact up to 24 hours or more, usually with a head covering 
during this medication contact period, plus unpleasant odor and 
possible skin irritation or sensitization. A shampoo containing 
gamma benzene hexachloride in combination with surface-active 
agents was used in 47 white children with pediculosis capitis. 
A single shampooing sufficed to eradicate infestation with pedic- 
uli and viable nits in all cases. The effect was achieved in a few 


Vor. 57, Juty 1958 


minutes, the contact period of about 4 minutes and the total 
procedure taking no more time than for an average shampoo. 
Gamma benzene hexachloride is apparently more effective in 
solution than in the previously available suspensions. There has 
been a remarkable absence of toxic, irritative, or sensitizing 
effect with its use. Nurses and parents who administered the 
shampoo found it simple and pleasant to use and readily accept- 
ed by the patient. 


Can congenital 
dislocation of the hip 
be prevented? 


® IN THE March 15, 1958, issue of the New York State Jour- 
nal of Medicine, Julius Hass, M.D., says that so-called con- 
genital dislocation of the hip is really only a predisposition to 
dislocation that is inherited in the form of a growth disturbance 
defined as congenital dysplasia of the hip. This manifests 
itself principally as a flattening of the osseous roof of 
the acetabulum. The dislocation itself is only a secondary de- 
velopment resulting from muscle stress and weight bearing, 
usually not occurring before the end of the first or the begin- 
ning of the second year of life after the child begins to walk. 
Ortolani’s sign and abduction tests are unreliable diagnostically. 
Early findings include abnormal flabbiness of the hip joint and 
marked outward rotation of the limb, with deepening of the 
genitocrural skin folds and more or less marked limitation of 
abduction of the hip. Congenital dysplasia can be shown roent- 
genographically with fair certainty even before any displace- 
ment has occurred. An acetabular index of 30 degrees or more 
establishes the diagnosis. A dysplastic hip may develop nor- 
mally if the head of the femur is brought into a perfectly 
central position in relation to the acetabulum and is maintained 
in this position until structural reformation of the joint has 
taken place. Such treatment must be started within the first 6 
months of life. The abduction bar recommended is an adjustable 
duraluminum splint, which, in contrast to the apparatus com- 
monly used, is applied in front of the thighs and is maintained 
in position by two thin circular metal bands on each thigh. The 
advantages of this bar are that the femoral head is held fixed 
in a central position to the acetabulum and the bar is anterior 
to the thigh so that diapers can be changed without removing it. 
The period of treatment is usually 9 months. If subluxation or 
complete dislocation is already present, treatment should be 
closed reduction under anesthesia and immobilization in a 
plaster cast, even in children under 1 year of age. Since early 
treatment is of utmost importance, the author recommends 
routine x-ray examination of the hips of all newborn infants. 


A new common-duct scoop 


® A SCOOP DESIGNED TO safely and accurately explore the distal 
end of the common duct is described by Deward O. Ferris, 
M.D., in the March 5, 1958, issue of the Proceedings of the 
Staff Meetings of the Mayo Clinic. The principle of the scoop 
is borrowed from urology. It differs from the usual common- 
duct scoop in two respects. The leading edge has a threaded 
projection designed to accept a detachable, woven filiform of 
size 4 French (1.3 mm. in diameter) with standard 1/56 thread. 
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The second difference is the gradualness of the narrowing from 
scoop to shaft, which eliminates a shoulder that might hinder 
withdrawal of the scoop. This instrument is also helpful in en- 
gaging and removing impacted stones in this region. 


The problem 
of the oversized fetus 


> AN ANALYsIs OF 200 cases in which the fetus was oversized 
is presented by Harvey A. Gollin, M.D., Averon H. Ellis, M.D., 
and Evan F. Evans, M.D., in the April 1958 issue of the 
American Journal of Obstetrics and Gynecology. The largest 
infant in the series weighed 18 pounds 3 ounces, and 72 per cent 
of the infants were in the 10- to 11-pound weight group. The 
latter group constituted 0.35 per cent of the number of de- 
liveries for Cook County Hospital from 1952 to 1955. Among 
the hereditary factors in fetal oversize are sex, race, and, pos- 
sibly, previous oversized siblings. There were 120 male infants 
(60 per cent) in the series of 200. Nonhereditary factors in- 
clude the mother’s age and gravidity. The greatest percentage 
of mothers in the oversized group were in the 25- to 
30-year age group, whereas the greatest percentage of mothers 
in the unselected general population were in the 20- to 25-year 
age group. Also, the mothers of oversized infants are more 
frequently of greater multiparity than mothers in the random 
population. Neither age alone nor gravidity alone appears to 
account for the increasing rates of oversized infants as both 
factors increase. Some evidence of the diabetic state was pres- 
ent in 14 (7 per cent) of the 200 patients. In this group of 14 
there were 6 infant deaths, 4 stillbirths, and 2 neonatal deaths. 
Blood pressure was 140/90 or above in 48 (24 per cent) of the 
total group. No correlation in regard to maternal weight gain 
could be made because of unreliable histories, but the general 
impression was that gain was not excessive. Presentation and 
length of labor did not differ from those in average sized in- 
fants. The incidence of forceps delivery is low, which points 
to the fact that in large infants the delivery of the head is not 
a problem. Frequently, the first suspicion that an infant is over- 
sized arises when the shoulders cannot be delivered. The ante- 
natal death rate is 7.7 times that of the total obstetric service. 
“Placental insufficiency” is a possible cause of antenatal deaths 
in such cases. The intranatal death rate of 15.6 times that of the 
total obstetric service probably can be accounted for by the 
problems of difficult delivery. Performance of the “tight ring” 
maneuver as described by Barnum is necessary for adequate de- 
livery of such infants. The indications for cesarean section 
should be liberalized when diagnosis of oversize is made, as 
shown by the high intranatal mortality and low section rates. 


Antibiotics in small doses 
for the common cold 


® AFTER OBTAINING FAVORABLE results with the use of an auto- 
genous vaccine for colds, J. Morrison Ritchie, M.A., M.B., 
studied the effect of short-term controlled antibiotic therapy on 
colds. The results are reported in the March 22, 1958, issue of 
The Lancet. The author’s hypothesis is that most symptoms 
of the common cold are caused by relatively enhanced virulence 
of the normal nasal and pharyngeal flora following depression 
of the patient’s resistance by the virus. If vaccines had given 
a degree of active immunity, then suitable antibiotic tablets, 
given to suck at the beginning of the prodromal stage, might 
well give sufficient passive protection by depressing the pharyn- 
geal flora temporarily to correspond to the patient’s resistance. 
To avoid the risk of producing insensitive strains of bacteria or 
of disturbing permanently the balance normally maintained be- 
tween patient and pharyngeai fiora, 1t was decided to try the 
effect of brief application only. Sensitivity tests were done on 
all 919 volunteers, and every fourth volunteer was designated a 
control. According to the sensitivity tests, volunteers were given 
tetracycline, oxytetracycline, or aureomycin, 15 mg. per lozenge. 
From October 1956 to April 1957, 581 volunteers received short- 
term antibiotic therapy when they felt a cold beginning, and 338 
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received an inert tablet. In the treated group, the number of 
prodromal stages reported was 287 (49 per cent), of which 22 
(7 per cent) went on to full colds. In the control group, there 
were 182 prodromal stages (54 per cent), of which 87 (48 per 
cent) went on to full colds. Thus there were 4 colds per 100 
volunteers in the treated and 26 per 100 in the control group. 
The small dosage of antibiotic used had no permanent effect on 
the sensitivity of the pharyngeal bacteria nor on the proportions 
of the various species. Some volunteers had irritation of the 
throat and tongue. It is suggested that, after sensitivity tests 
have been done, controlled short-term antibiotic therapy can 
without risk drastically reduce the effects of the common cold. 
The method can be easily applied in industry by any well- 
staffed medical center, co-operating with a laboratory. 


Leg-lengthening 


> iN THE April 1958 issue of The Journal of Bone and Joint 
Surgery, Harold A. Sofield, M.D., Sidney J. Blair, M.D., and 
Edward A. Miller, M.D., report the conclusions they drew from 
a follow-up study of 40 patients who had undergone surgery 
for leg-lengthening about 20 years previously. They feel that 
leg-lengthening operations are seldom justified. The procedure 
should be considered only if the patient is so old that it is un- 
likely that epiphysiodesis would cause satisfactory reduction in 
leg-lengthening inequality and if the patient is so short that 
further reduction of height is undesirable. If leg-lengthening 
is considered the following criteria should be met: Adequate 
muscle power should be present about the hip and thigh to con- 
trol the lengthened unit; shortening of at least 1%4 inches must 
be present; a maximum gain of not more than 3 inches should 
be attempted; good bone and joint structures should be present. 
Old osteomyelitis and old joint disease are contraindications to 
leg-lengthening. 


The principal fault of leg-lengthening was that although 
appearance was improved, function was not. In fact, the length- 
ened legs were decidedly weaker than they had been before the 
operation. Hip muscles that had been good before surgery be- 
came only fair, and muscles that were rated fair before surgery 
dropped to poor. Decreased muscle power had been observed in 
the years immediately following surgery, but it was presumed 
that in time preoperative muscle power would return. Unfortu- 
nately the follow-up study showed that if any further change 
occurred, it was toward greater weakness. Even patients who 
had excellent musculature of the extremity prior to lengthening 
suffered appreciable loss of power after lengthening, and such 
loss was not regained. 

The authors point out that prevention rather than correc- 
tion of leg-length inequality is the most desirable goal, and that 
the greatest efforts should be expended to achieve it. Present- 
day vaccines and antibiotics ideally might eliminate all cases of 
leg-length inequality resulting from poliomyelitis and pyogenic 
hip disease, leaving only cases of congenital deformity or epi- 
physial injuries to be corrected surgically. 


Peptic ulcer 
with massive hemorrhage 
in the upper age groups 


> in THE Journal of the American Geriatrics Society for 
April 1958, Elmer Hoffman, M.D., presents a study of 62 pa- 
tients more than 30 vears old with massive hemorrhage sec- 
ondary to either gastric or duodenal ulcer. Regardless of the 
type of uicer involved. the disease was much more common in 
men than in women; 83.9 per cent of the cases studied were in 
men and 16.1 per cent in women. Eighty-nine per cent of the 37 
duodenal ulcer patients had melena, or tarry stools, or both, 40 
per cent had hematemesis, 43 per cent had pain, 11 per cent 
nausea, and 5 per cent vomiting without blood; there had been 
a previous episode of massive hemorrhage in 32 per cent. Sixty- 
eight per cent of the 25 gastric ulcer patients had melena, 56 
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per cent had hematemesis, 48 per cent pain; there had been a 
previous episode of massive hemorrhage in 28 per cent. When 
an upper gastrointestinal x-ray series was made during the 
acute hemorrhage, correct diagnosis was made in 23 per cent 
of the duodenal ulcer cases, and in 45 per cent of the gastric 
ulcer cases. When the diagnosis was made at the time of opera- 
tion, it was correct in 31 per cent of duodenal ulcer cases and 
in 55 per cent of gastric ulcer cases. Data obtained in two 
cases strongly favored blind gastrectomy when no other source 
of upper gastrointestinal bleeding than gastric ulcer could be 
found at operation. 

In 29 per cent of the cases there was an elevation of the 
blocd urea concentration during the massive hemorrhage, which 
returned to normal when the bleeding stopped. The serum 
bilirubin level (van den Bergh test) was elevated in patients 
who were given transfusions. From 10 to 12 per cent of the 
patients who received large amounts of blood showed the hemato- 
crit “boost” phenomenon. In an old patient in whom massive 
bleeding has stopped and in whom the hematocrit is low or 
low-normal, one must be careful about further transfusion. 

The principal complication of medical therapy was shock. 
The complications of surgical therapy were more various; those 
encountered most frequently were shock, thrombophlebitis, and 
wound abscess. Steel granulomata were found in one case and 
it was pointed out that this reaction sometimes occurs as late 
as 18 weeks postoperatively. 

Elderly patients with gastric or duodenal ulcer and massive 
hemorrhage should be operated on if large transfusions of blood 
do not cause stabilization of the hematocrit reading within a 
short period (24 to 48 hours). 


The shock syndrome 
associated with bacteremia 
due to gram-negative bacilli 


> Max H. Wet, M.D., and Wesley W. Spink, M.D., report 
in the February 1958 issue of the A.M.A. Archives of Internal 
Medicine a study of the underlying mechanisms of shock caused 
by bacteremia. Clinical observations of 400 patients who had 
blood cultures from which gram-negative microorganisms were 
grown were reviewed. Bacteremia existed in 278 of these cases 
and was complicated by hypotension and shock in 43; the smaller 
group was studied in detail. The incidence of shock was high- 
est in surgical patients, and almost as high in medical patients. 
Not a single instance of this type of shock occurred in pediatric 
patients. The youngest of the 43 patients studied was 34 years 
old. The mortality rate of patients with bacteremia and shock 
was 65 per cent. In 23 (54 per cent) death occurred an average 
of 2.7 days after onset of hypotension. The course of this type 
of shock was protracted for patients who survived, the mean 
duration being 6 days (12 hours to 26 days). 

A procedure performed in the hospital was implicated in 
more than 90 per cent of the cases of shock. These procedures 
included instrumentation of the lower urinary passages, septic 
complications of surgery, cannulation of a peripheral vein, ad- 
ministration of intravenous fluids under unfavorable conditions 
of sterility, and paracentesis. Signs of sepsis, including chills 
and fever, followed within 48 hours of the causative event, and 
shock appeared approximately 12 hours later. The onset of 
shock usually was accompanied by nausea, vomiting, and diar- 
rhea. The leukocyte count and percentage of neutrophils were 
notably increased. A majority of patients had significant elec- 
trocardiographic abnormalities, which in many instances made 
differentiation from shock caused by myocardial infarction very 
difficult. The clinical features of bacteremic shock are not 
usually distinctive enough to make prompt diagnosis easy. If 
the diagnosis is suspected a blood culture should be obtained 
immediately, both for confirmation and as a guide in planning 
optimal antibiotic therapy. Acute renal complications frequently 
follow bacteremic shock, and may become a limiting factor dur- 
ing the recovery period. 

The most important aspects of therapy for bacteremic 
shock are judicious choice and prompt use of antibiotics. Vaso- 
pressor agents, and especially metaraminol, probably promote 
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reversibility of the circulatory disturbance and provide effective 
elevation of blood pressure. Adrenal cortical hormones supress 
the manifestations of toxemia caused by overwhelming infec- 
tion, and may be used to provide a period of improvement dur- 
ing which infection and shock can be controlled. 


Painful nonsuppurative swelling 
of costochondral cartilages 
(Tietze’s syndrome) 


> iT IS POSSIBLE THAT Tietze’s syndrome is not so rare as it is 
unrecognized, according to Everett H. Karon, M.D., Richard 
W. P. Achor, M.D., and Joseph M. Janes, M.D., in the Febru- 
ary 5, 1958, issue of the Proceedings of the Staff Meetings of 
the Mayo Clinic. Since it is a benign and self-limited condition, 
it is important that it be differentiated from the more serious 
conditions that produce thoracic pain. In the 13 cases of the 
syndrome recorded at the Mayo Clinic in 1955 and 1956, the age 
range was 29 to 63 years, with an average of 44.8 years. Sex 
distribution was about equal. Duration of symptoms ranged 
from 3 days to more than 3 years. Laboratory findings were 
negative in all instances. Five patients treated by local infiltra- 
tion of the lesion with hydrocortisone all obtained prompt re- 
lief. Physical therapy was tried in two, and the remaining 
patients received mild analgesics as needed for pain. The com- 
monest presenting complaint is anterior thoracic pain, usually 
localized to the site of the affected cartilage, but often spreading 
laterally and sometimes involving the neck, shoulders, or arms. 
Onset may be gradual or abrupt, with wide variation in severity 
and character. Gradual subsidence of discomfort over a few 
weeks is the usual course. Exacerbations are not uncommon, 
and attacks may recur after several years of quiescence. Sys- 
temic symptoms are noticeably absent. The presence of a firm 
bulbous or fusiform swelling is essential to the diagnosis. 
Tenderness is frequently one of the first signs to appear. In 
most cases no significant roentgenologic abnormality is noted. 
Gross findings at operation have been variable. The involved 
cartilage appears abnormally prominent, but it is not clear 
whether this is due to increase in size or forward angulation. 
Histologic examination shows no specific diagnostic features. 
The second costal cartilage is most frequently involved, whether 
single or multiple lesions are present. Among the suspected 
causes of the syndrome are respiratory infections, trauma or 
disease of the interarticular costosternal ligament, and sprain 
involving the ligaments and capsule of the costosternal joints. 
None of these fully accounts for the clinical and anatomic find- 
ings. Treatment is nonspecific, but infiltration of hydrocortisone 
or related steroids into the involved site may afford prompt 
relief for patients with persistent discomfort. 


Autogenous vaccine in prophylaxis 
of the common cold 


> accorDING TO J. Morrison Ritchie, M.A., M.B., in the March 
22, 1958, issue of The Lancet, there is evidence that the common 
cold is due to two factors: first, the virus, which acts by de- 
pressing resistance, thus upsetting the normal balance, and lead- 
ing to the second factor, attack by the nasopharyngeal flora, 
heterogeneous but fairly constant in an individual patient. This 
second stage is responsible for most of the distressing symptoms. 
To test this hypothesis, weekly injections of autogenous vac- 
cine were given to volunteers, who were compared with controls 
who received carbol saline only. There were 109 volunteers 
who received injections for 2 months and 51 who continued to 
receive them for the next 3 months, making a total of 371 
volunteer-months. There were 75 controls receiving the carbol 
saline injection during this period, making a total of 375 volun- 
teer-months. The cold rate for the controls per month was 5 
times that of those who were vaccinated throughout the course 
of the study. The rate of absence from work through colds 
and upper respiratory infections was also greater in the con- 
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trols. During the investigation the percentage of colds passing 
from the prodromal to the fully developed stage was 13 in the 
volunteers continuing use of the vaccine and 62 in the controls. 
The results in those who did not receive the full course of in- 
jections suggest that protection disappears some time after 
injections are stopped; if true, this is strong evidence that some 
form of protection is conferred by the vaccines. 


The significance 
of nuchal rigidity 


® THE EARLIEST SURVIVING description of stiffness of the neck 
and discussion of its clinical significance was written more than 
4,500 years ago in what is now known as “The Edwin Smith 
Surgical Papyrus.” In the April 1958 issue of Postgraduate 
Medicine, Matthew W. Wood, M.D., Henry W. Dodge, Jr., 
M.D., Einer W. Johnson, Jr., M.D., and Donald W. Mulders, 
M.D., add their comments to the literature on the subject. 
Nuchal rigidity is a very important diagnostic sign in clinical 
medicine. Although it is almost universally associated with 
meningitis, it can occur in a number of diseases of diverse char- 
acter, and its presence may have either trivial or ominous con- 
notations, depending on the underlying pathologic process. It is 
best defined as the inability to produce cervical flexion, either 
actively or passively, without encountering resistance, pain, and 
spasm. The stiffness may be minimal, and elicited only on care- 
ful examination, or it may be severe, with complete resistance 
to any slight movement of the head and neck. Its primary 
cause is extensor muscle spasm, but the exact mechanism ini- 
tiating this spasm is often obscure. An etiologic classification 
of nuchal rigidity is given, and the authors state that when 
stiffness of the neck is found during clinical examination or is 
part of the history given by the patient, it is mandatory that the 
pathologic process underlying it be determined. The physician 
should find out whether the stiffness followed an injury, or 
whether it developed during an illness, whether it is the only 
symptom, or, if it is in a group of symptoms, where in the se- 
quence it occurred. An exhaustive review of symptoms and a 
complete general physical examination are indispensable. A 
simple test for active determination of nuchal rigidity is given, 
and a system of grading severity of stiffness is suggested, which 
might be of value as a clinical yardstick to determine the con- 
dition of a patient after the etiology of the nuchal rigidity has 
been established. Bizarre forms of rigidity are discussed. 


The borderline adrenogenital syndrome: 
an intermediate entity 


P SIX REPRESENTATIVE CASE studies, from a series of 11, of pa- 
tients who exhibit varying degrees of hirsutism, menstrual ab- 
normalities, and in some instances bilateral polycystic ovaries, 
are presented by Jay J. Gold, M.D., and Richard Frank, M.D., 
in the May 1958 American Journal of Obstetrics and Gyneco- 
logy. These patients did not fit into the category of the Stein- 
Leventhal syndrome, which can be dealth with by ovarian wedge 
resection, or the overt adrenogenital syndrome, but appear to be 
an intermediate class. They demonstrated normal to high-normal 
urinary 17-ketosteroids, and an unexpectedly high pregnanediol 
excretion without evidence of ovulation or pregnancy. The au- 
thors point out that measurement of urinary pregnanediol by 
most routine methods is actually a measurement of a mixture 
of pregnanediol, pregnanetriol, and other related pregnanes pro- 
duced by the ovaries and/or adrenals, and they refer to this 
mixture as the “pregnane complex.” They cannot state with 
certainty the exact composition of the “pregnane complex,” but 
since, in the patients studied, elevation of pregnanetriol excre- 
tion yielded to adequate prednisone therapy, it is probably an 
adrenal product. Normal cyclic ovulatory menses may occur on 
such therapy and pregnancy may follow. 

It is not yet known whether the patients in this study rep- 
resent an early phase of the acquired adrenogenital syndrome 
that may stay stationary, regress to a spontaneous cure, or 
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progress to the more typical advanced picture. It is also sug- 
gested that the Stein-Leventhal syndrome may represent an 
earlier variant of the conditions seen in these patients. 


Treatment 
of the acute complications 
of chronic alcoholism 


> THE PROBLEM OF treating alcoholic patients who are bio- 
logically and psychologically in extremis, and who for reasons 
of indigency or lack of hospital beds cannot receive hospital 
care, is great. In the May 10, 1958, issue of The Journal of the 
American Medical Association, Julius C. Travis, M.D., dis- 
cusses the use of azacyclonol hydrochloride in treatment of such 
patients, and concludes that it is of considerable help, primarily 
by shortening the recovery period and making it tolerable. If 
the recovery period is not tolerable, these patients, who some- 
times have no one to care for them, use alcohol as a sedative 
or hypnotic, thereby protracting and increasing the total illness. 
One hundred chronic alcoholics suffering from acute complica- 
tions of prolonged intoxication were treated as outpatients. 
In addition to the usual medication given to such patients, 
azacyclonol hydrochloride was given by mouth, in doses of one 
100-mg. tablet four times a day. Period of treatment ranged 
from 1 day in 14 patients to 13 days in 7. The drug has a 
marked antihallucinatory effect and indications for its use are 
hallucinations, severe nightmares that interrupt sleep, and men- 
tal confusion. Azacyclonol hydrochloride injected intravenously 
immediately halts hallucinatory images or sensations, and so 
reduces fear and anxiety. When given by mouth it acts in the 
same way, but somewhat more slowly. Of the 75 patients in 
this study who had hallucinations, 60 recovered quickly and 8 
were improved. The effects are illustrated by two case histories. 
By treating this group of patients successfully while they were 
in extreme situations, rapport and confidence were established 
which formed the basis for more definitive treatment of the 
patient’s total problem. Hospitalization would have been useful 
in many cases, but it is believed that azacyclonol was of con- 
siderable help in making possible successful treatment at the 
outpatient level. 


One radiograph to exclude 
placenta praevia 


© in THE April 19, 1958, issue of The Lancet, Albert A. Earn, 
M.D., J. L. Freer, D.M.R.E., and D. R. Cairns, M.B., report 
their efforts to find a reliable, simple method of diagnosing 
placenta praevia so that those patients who were conclusively 
found not to have a placenta praevia could be relieved of 
anxiety and spared a long hospital stay. Their investigation in- 
dicated that radiographic evidence of the placenta in the upper 
uterine segment is highly accurate, and that a single lateral 
radiograph of the uterus after 34 weeks’ gestation is enough to 
exclude placenta praevia. The indications for x-ray were ante- 
partum hemorrhage, malpresentation, unstable lie, or high fetal 
head. The position of the placenta was estimated in this way 
only when the information would help in the clinical diagnosis. 
Of 107 patients investigated by direct and indirect placentogra- 
phy (soft-tissue x-ray and measurement of the displacement of 
the fetal head), 17 had placenta praévia, which was diagnosed 
correctly in 12 cases, suspected in 2, and missed in 3. The ap- 
paratus consisted of a standard four-valve x-ray unit with a 
rotating anode tube and tilting table. Three x-rays were made 
of each patient: lateral view of the uterus, pelvis in the erect 
position, and pelvis in the semierect position. Transillumination 
of the film by a 100-watt bulb may be needed to detect the an- 
terior wall of the uterus and abdomen. One such x-ray is com- 
patible with good obstetric usage; irradiation to the fetus and 
mother is minimal, and fetal abnormalities may also be detected. 
When placenta praevia can be excluded in this way the patient 
can be spared the fear of renewed, violent hemorrhage. 


Journat A.O.A. 
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> Books for review which were received during the period 
from May 5 to June 5 are listed on advertising pages 105 and 
106. Reviews of these books will be published as space permits. 


®& PSYCHIATRIC EDUCATION AND PROGRESS. By John C. 
Whitehorn, M.D., Henry Phipps Professor of Psychiatry, The Johns 
Hopkins University, Baltimore, Maryland. Paper. Pp. 48. Price $1.75. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Avenue, Springfield, 
Illinois, 1957. 


The Salmon Lectures are an annual event, and represent an 
award to a distinguished leader in the field of psychiatry. They 
are presentations of note given by recognized authorities and 
usually keynote a pertinent problem of the time. This little 
volume contains the 1955 series of lectures, appropriately relat- 
ing to medical educational problems. 

The author points out that “In America in the last three 
decades there has been a great change—a considerable improve- 
ment—in the acceptable quality of specialistic training and com- 
petence, not only in psychiatry but in other specialties also. The 
residency system has been the prime educational process for 
this improvement in standards of specialistic competence, and 
the American Boards have been forceful instrumentalities in 
this advancement of standards.” A little later he states, “The 
psychiatric specialty, as I view it, is a special task force with 
a scholarly mission for the medical profession at large, which 
includes the obligation to integrate organic and functional 
knowledge in its field.” This raising of training standards and 
defining of fields and tasks are part of modern medical progress. 

There has been a tremendous growth in psychiatric educa- 
tion. In 1950 in the medical field there were 1,754 approved 
psychiatric residencies, and a massive increase in psychiatric 
instruction in medical schools. This expansion has overempha- 
sized training for service functions at the expense of educational 
principles that have their greatest pertinence for investigation. 

Dr. Whitehorn in his second lecture epitomizes the basis 
for specialization in medicine: First, the development of com- 
petence in certain special service functions, and second, the re- 
sponsibility of the specialty task force for progress in knowl- 
edge and understanding in special fields. He disapproves of a 
purely apprenticeship or trade-school training type of approach 
to this task. On the other hand there are relatively few insti- 
tutions where the requirements of a variety of experience and a 
continuity of responsibility can be simultaneously provided. 

The principles of this little work might be applied to the 
problems of training in any of the specialties. It is a thought- 
provoking presentation by a sincere student of medical education 
and as such should be read by every physician. 

Tuomas J. Meyers, D.O. 


® CLINICAL HEART DISEASE. By Samuel A. Levine, M.D., 
F.A.C.P., Clinical Professor of Medicine, Harvard Medical School; Phy- 
sician, the Peter Bent Brigham Hospital, Boston; Consultant Cardiolo- 
gist, Newton-Wellesley Hospital; Physician, New England Baptist Hospi- 
tal. Ed. 5. Cloth. Pp. 673, with illustrations. Price $9.50. W. B. Saun- 
ders Company, West Washington Square, Philadelphia 5, 1958. 


With the revision of the chapter on congenital heart disease 
and the addition of material on heart surgery and electrocar- 
diography, this fifth edition of Dr. Levine’s fine book takes its 
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place as one of the most timely reference books available for 
any physician who is called upon to treat heart disease. Although 
intended for general practitioners, surely all physicians will find 
it worth-while reading. Dr. Levine stresses the practicality of 
this book, feeling that it is useful in daily practice. 

In a concise and easily read text, diagnostic methods, clini- 
cal features, and therapy of the various types of heart disease 
are thoroughly discussed. Valvular disorders, diseases of the 
pericardium, cardiovascular emergencies, and medicolegal aspects 
of heart disease are a few of the subjects covered. 


One of the book’s most important features is the humani- 
tarian, personal interest Dr. Levine expresses. A viewpoint such 
as his is of considerable value in today’s cold, technical world. 


® THE ESSENCE OF SURGERY. By C. Stuart Welch, M.S., M.D., 
Ph.D. Professor of Surgery, Albany Medical College of Union Univer- 
sity; and Samuel R. Powers, Jr., A.B., M.D., M.Sc.D. Professor of 
Experimental Surgery, Albany Medical College of Union University. 
Cloth. Pp. 320, with illustrations. Price $7.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 1958. 


Theodor Billroth once said, “I assure you that in later 
days when you have been some years in practice you will scarce- 
ly be able to read and understand any work on medicine, if you 
have not, during your student years, secured a firm foundation 
on which you may continue to build.” This quotation furnishes 
a succinct statement of intention for this book. It is not a 
manual in surgical technic, but rather contains the principles 
upon which surgical technic is founded. 

Such subjects as the phenomenon of bodily injury prepare 
for a discussion of surgical injuries: loss of body tissue, loss 
of body fluids, infection, and possible complications. The three 
essentials of operation described by the authors are asepsis, 
hemostasis, and dissection; these are treated individually. The 
principles of surgical technic are given, particularly in relation 
to extirpative procedures, reconstructive operations, and physi- 
ologic surgery. A separate chapter gives basic information 
about anesthesia. 

The scope of this book is small, but the kind of informa- 
tion contained is vital to every budding surgeon. It might well 
be considered as an undergraduate text. 


® ULCERATIVE COLITIS. By Harry E. Bacon, B.S., M.D., Se.D., 
LL.D., F.A.C.S., F.A.P.S., Professor and Head of Department of Proc- 
tology, Temple University Medical Center, Philadelphia, Pa.; President, 
American Board of Proctology; Diplomate, American Board of Surgery 
and American Board of Proctology; Honorary Fellow: Royal Society of 
Medicine, Philippine College of Surgeons, International College of Sur- 
geons, Brazilian College of Surgeons, Japanese College of Surgeons. 
Cloth. Pp. 395, with illustrations. Price $15.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1958. 


The subject of ulcerative colitis is controversial, because 
of its uncertain etiology and the widely differing methods of 
management. The most sharply divided viewpoints concern the 
conservative medical and the surgical modalities, and between 
both of these and “the psychiatric fraternity, many members of 
which display an unenlightened propensity to toss all colitis pa- 
tients into an unqualified psychotic group with an unchastened 
disregard of common sense and pathologic facts.” 

Dr. Bacon does not pretend to know all the answers, but 
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states certain tacts that seem evident in spite of differing thera- 
peutic practices: “Procrastination spells doom for the patient; 
the high rate of cancer is more than coincidental; organic 
manifestations differ from functional syndromes; through sur- 
gery complete rehabilitation can be obtained in over 90 per cent 
of cases and with low mortality and decreased morbidity.” The 
last statement would imply that Dr. Bacon recommends surgical 
treatment for a large majority of cases; this is not true, since 
in his personal series of 440 cases of chronic ulcerative colitis, 
only 108 patients had colectomies. He feels that 60 to 80 per 
cent of patients can be managed conservatively, but close follow- 
up is necessary to prevent recurrence or exacerbation of symp- 
toms. 

His harshest criticism is directed toward “the clinicians 
who obstinately persist in medical treatment when all signs point 
to failure and deterioration,” and to psychiatrists who ‘assume 
an unjustified authority over the life and being of these pa- 
tients, often isolating them from access to the gastroenterologist 
and the surgeon, in complete disregard of organic lesions that, 
for want of surgical care, continue an unobstructed course of 
deterioration.” The book itself is no harangue, however righteous 
it might have been; it consists of careful descriptions of symp- 
toms and treatment, tabulated statistics on results, high quality 
photographs and roentgenograms illustrating specific cases, and 
a thorough review of the literature on the subject. Almost any 
physician whose practice concerns the victims of this disease 
could profit from Dr. Bacon’s extensive work on the subject. 


B® EXTENSILE EXPOSURE. By Arnold K. Henry, M.B., Dublin; 
M.Ch. (Hon.), Trinity College, Dublin, and Cairo; F.R.C.S.I.; Chevalier 
de la Légion d’Honneur; Emeritus Professor of Clinical Surgery in the 
University of Egypt; Professor of Anatomy in the Royal College of 
Surgeons, Ireland. Ed. 2. Cloth. Pp. 320, with illustrations. Price $10.00. 
Williams & Wilkins Company, Mt. Royal and Guilford Avenues, Balti- 
more 2, 1957, 


The author’s fine disdain for those who would discard 
“gross anatomy” as a study already finished is well founded; 
his work proves the necessity for constant re-examination and 
for new appraisal of anatomic structure in order to provide the 
best working conditions for the surgeon. He describes in detail 
the technics of surgical exposure which he has found best and 
safest, often with a keen and learned wit that furnishes analo- 
gies and images to aid the reader to retain his description. 

There is an “atmosphere” about this book that delivers it 
from the dryness so often associated with texts. It is the sort 
of thing one first “soaks in” gradually, and then comes back 
repeatedly to “find what it was Arnold Henry said on the sub- 
ject.” This is not a polite way of saying that the book is ill- 
organized; not at all. But it does mean that the author’s illus- 
trations and descriptions are distinctly his own, and have a way 
of wanting to be read all at once. This interesting presentation 
in many cases adds another layer to practicality. 


® HEART DISEASE AND PREGNANCY. Physiology and Manage- 
ment. By C. Sidney Burwell, M.D., Samuel A. Levine Professor of 
Medicine, Harvard University; Visiting Physician, Boston Lying-in Hos- 
pital; Physician, Peter Bent Brigham Hospital; and James Metcalfe, 
M.D., Associate in Medicine, Harvard University; Associate Physician, 
Boston Lying-in Hospital; Associate in Medicine, Peter Bent Brigham 
Hospital. Cloth. Pp. 338, with illustrations. Price $10.00. Little, Brown 
& Company, 34 Beacon St., Boston 6, 1958. 


The treatment of heart disease in pregnant patients has 
changed from empirical to rational in the space of only a few 
years, and a large proportion of this change has resulted from 
concentrated studies on the normal and abnormal physiology of 
heart function in the pregnant patient. This means that heart 
disease is no longer necessarily fatal to the pregnant woman, as 
it once was considered, and that careful management can mean 
lower morbidity and certainly lowered fetal death rates. 

An important chapter deals with the changes worked by 
pregnancy in the normal heart and circulatory system, and 
other sections deal with the diagnosis of heart disease during 
pregnancy, a problem made more difficult because of ordinary 
physiologic alterations during this period. Prognosis is dis- 
cussed statistically, on the basis of the authors’ experience and 
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reports in the literature. Special groups of heart diseases are 
discussed as they related specifically to pregnancy, including cer- 
tain of the more rare disorders. A liberal number of case his- 
tories illustrate the various disorders. 

This book has been classified by the publisher as “a bril- 
liant successor” to the earlier classic, The Heart in Pregnancy 
and the Childbearing Age. The least that could be said is that 
the book is a practical one for any physician concerned with 
this combination of problems. 


® MODERN PHARMACOLOGY AND THERAPEUTICS. By Ruth 
D. Musser, A.B., M.S., Instructor in Pharmacology, School of Medicine 
and School of Nursing, University of Maryland, Baltimore; and Joseph 
G. Bird, M.D., Ph.D., Clinical Pharmacologist, Sterling-Winthrop Re- 
search Institute, Rensselaer, New York. Cloth. Pp. 828, with illustra- 
tions. Price $6.75. The Macmillan Company, Publishers, 60 Fifth Ave- 
nue, New York 11, 1958. 


Students of nursing and related fields are the projected 
audience for this new text in pharmacology, and they should be 
a ready audience for a book of such quality. The authors have 
had extensive experience in teaching pharmacology to nursing 
and medical students, and the classes conducted by the senior 
author have been termed “a paragon for instruction of pharma- 
cology to student nurses.” The presentation of material is from 
a clinical viewpoint, so that the action of drugs is given a 
sound basis in pathologic physiology. This is based on the be- 
lief that a more lasting concept of the use of drugs will accrue 
to the student by correlation with clinical details. 

The book is to be recommended on the basis of its thor- 
oughness, interest, and practicality. 


B&B ENDOCRINE PATHOLOGY OF THE OVARY. By John McLean 
Morris, M.D., Associate Professor of Gynecology, Yale University School 
of Medicine, New Haven, Connecticut; and Robert E. Scul'y, M.D., 
Clinical Associate in Pathology, Harvard Medical School; Associate 
Pathologist, Massachusetts General Hospital, Boston, Massachusetts. Cloth. 
Pp. 151, with illustrations. Price $8.50. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1958. 


Origin, incidence, pathology, endocrine effect, prognosis, and 
treatment of five morphologically classified tumors are dis- 
cussed. Pathologic changes in the ovary and resultant clinical 
endocrine findings are correlated and evaluated. Material is 
drawn from a review of such cases in eleven hospitals of the 
United States and Europe. 

The book is meant to provide gynecologists, pediatricians, 
and internists with information on ovarian abnormalities that 
may underlie their clinical cases of endocrine disorders. 


®& CLINICAL OBSTETRICS AND GYNECOLOGY. Volume 1, Num- 
ber 1. Medical Problems in Pregnancy. Edited by Curtis J. Lund, M.D. 
Management of Endocrine Problems. Edited by Allan C. Barnes, M.D. 
Cloth. Pp. 288, with illustrations. Price $18.00 for four consecutive 
numbers. Paul B. Hoeber (Medical Book Department of Harper & 
Brothers), 49 East 33rd Street, New York 16, 1958. 


Twenty-four experts in the field of obstetrics and gynecol- 
ogy, for the most part professors and department heads in their 
medical schools, have contributed information on procedures 
they follow in the care of patients in their various centers. The 
book is thus distinguished from monographs, textbooks, and 
current reports in the professional literature. This volume is 
the first of a new kind of publication in this area of clinical 
medicine. There will be four issues a year, each carrying a 
cumulative index. The publisher solicits suggestions and advice 
for subsequent issues. 

The editor of the first symposium takes for granted the 
excellent craftsmanship of the obstetrician and gynecologist and 
insists, further, that he possess knowledge of medical and psy- 
chologic aspects of his specialty. A specific example of the im- 
portance of such knowledge is recognition of those medical 
disorders which, undiagnosed, may constitute a hazard to preg- 
nancy. 

The book strikes this reviewer as an excellent short post- 
graduate reminder course for the obstetrician and gynecologist. 


Journa A.O.A. 
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PSYCHOPROPHYLACTIC PREPARATION FOR PAINLESS 
CHILDBIRTH. Its theory and practical approach with the complete 
course of lectures. By Isidore Bonstein, M.D. Cloth. Pp. 143, with il- 
lustrations. Price $2.50. ‘Grune & Stratton, 381 Fourth Avenue, New 
York City 16, 1958. 


In a book on painless childbirth it is surprising to find so 
little mention of Grantly Dick Read unless one reads the 
preface. Here it is announced that the Lamaze psychoprophy- 


lactic method set forth by Dr. Bonstein is “. . . totally different- 


from the methods derived from hypnotism and suggestion, 
from psychic methods known as natural childbirth, childbirth 
without fear, childbirth without apprehension, etc.,” that the 
method entails the use of neither drugs nor medication, has no 
contraindications, involves no risk for either mother or infant, 
and is capable of extension to use in gynecology, neurosurgery, 
and odontology. 

The psychoprophylactic method is based on Pavlov’s classic 
differentiation between the unconditioned reflexes with which 
man is born and those forms of learned behavior that may be 
subsequently changed by reconditioning of associated thoughts. 

The author’s theses can be summed up in his avowal: “We 
can develop a conditioned inhibiting factor out of a stimulus” 
and “The aim of psychoprophylactic preparation is to reinforce 
the cortical activity and at the same time keep a state of bal- 
ance between the foci of excitation and inhibition.” This is ac- 
complished by suppressing in the woman’s mind the age-old 
association-reaction of pain with uterine contractions and creat- 
ing a new conditioned reflex by which she will associate uterine 
contractions with practical action on her part. The strength of 
the contractions, uninhibited by drugs, thus gives rise to strong 
cortical excitation, in turn producing great inhibitory reaction, 
modifying or eliminating pain. 

This new field is thoroughly covered and records of failures 
and their reasons as well as accolades from grateful patients 
are included. The few photographs and line drawings consti- 
tute excellent proof of and instruction in the success of the 
method. A portion of the book is dedicated to the active par- 
ticipation of the patient’s husband, and the eight lectures for 
the prospective mother, adapted from those delivered by Dr. 
Lamaze in Paris, are included. 

The American series not being large enough for statistical 
evaluation, Bonstein quotes Lamaze’s results in over 7,000 
women, of whom only 4.84% were considered failures. The 
book can be highly recommended to any physician interested in 
the unending quest for eradication of pain by physiologic means. 


® FUNDAMENTALS IN CARDIOLOGY. By John B. Wild, M.D., 
Assistant Professor, Department of Internal Medicine, Member of the 
Cardiovascular Laboratory, University Hospital, Iowa City, Iowa. Cloth. 
Pp. 83, with illustrations. Price $4.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


The equal importance of clinical findings and further data 
gained through knowledge of pressure-flow relationships by 
cardiac catheterization is stressed in this book for medical stu- 
dents. 

The author believes that this group has not had the benefits 
of modern methods of studying heart disease that relate heart 
sounds, murmurs, and intracardiac changes in such a way as to 
facilitate interpretation of clinical data. This book is intended 
to be a source of information on the subject. 

The four sections cover physiologic principles, valvular 
stenosis, valvular insufficiency, and intracardiac shunts. Only 
one example of each type of heart disease is presented. The 
student is warned that he must avoid a danger by considering 
their further breakdown into early and late, mild and severe, 
pure and complicated forms. 


® VERTIGO AND DIZZINESS. By Bernard J. Alpers, M.D., Sc.D. 
(Med.), Professor and Head of the Department of Neurology, Jefferson 
Medical College, Philadelphia. Cloth. Pp. 120, with illustrations. Price 
$5.00. Grune & Stratton, 381 Fourth Avenue, New York 16, 1958. 


The causes and mechanisms of both subjective and objec- 
tive giddiness are discussed, and treatment is outlined. The book 
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is written in clear and practical style for its broad audience, for 
the symptom may confront any physician, from the general 
practitioner to the specialist, including the surgeon. 

In one section the confusing symptoms associated with 
Méniere’s disease are fully presented. 


® A MANUAL ON ELECTROTHERAPY. By Arthur L. Watkins, 
M.D., Assistant Clinical Professor of Medicine, Harvard Medical School; 
Chief of Physical Medicine, Massachusetts General Hospital; Medical 
Director, Bay State Medical Rehabilitation Clinic, Boston, Massachusetts. 
Cloth. Pp. 259, with illustrations. Price $5.00. Lea & Febiger, Washing- 
ton Square, Philadelphia 6, 1958. 


The medical uses and technics for application of electro- 
therapy in disease and injury requiring rehabilitation of the pa- 
tient should be of especial interest to osteopathic physicians. 

Based on the classic writings of the late Dr. Richard Ko- 
vacs, the entire book has been revised and brought up to date 
by addition of new sections such as that on ultrasound. Espe- 
cially stressed are the physics and physiologic effects of heat 
and infrared and luminous radiation; clinical uses of local and 
general heat radiation; technics of short-wave and microwave 
diathermy, and ultraviolet irradiation, with contraindications to 
their use. The patient’s reaction to muscle and nerve stimulation 
by direct current and tests for diagnosis of nerve degeneration 
are included. 

The volume is intended as a work book for students of 
physiotherapy and those training in physiatry as well as for 
physicians and medical students interested in the application of 
electrotherapy. 


® DIAGNOSTIC MEDICAL PARASITOLOGY. By Edward K. 
Markell, Ph.D., M.D., Assistant Professor of Infectious Diseases, Divi- 
sion of Parasitology and Tropic Diseases, Department of Infectious Dis- 
eases, School of Medicine, University of California. Los Angeles; and 
Marietta Voge, M.A., Ph.D., Assistant Professor of Infectious Diseases, 
Division of Parasitology and Tropic Diseases, Department of Infectious 
Diseases, School of Medicine, University of California, Los Angeles. 
Cloth. Pp. 276, with illustrations. Price $7.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 1958. 


After years of teaching experience in their specialty, the 
authors are convinced that presentation of a relatively small 
number of practical methods is more valuable than encyclopedic 
coverage of the subject. Therefore, time-consuming academic 
detail present in most texts is eliminated, and the accent is on 
essential facts required by the medical student and the labora- 
tory technologist. However, ample illustrations make the book 
valuable as a manual. 

The infectious organisms are dealt with primarily from 
the standpoint of their effect on the host and means for deter- 
mining their presence in the body. Consideration of their phylo- 
genetic place among disease-causing agents is secondary. 

One chapter is devoted entirely to special diagnostic meth- 
ods. The drawings that illustrate technics of importance in this 
respect are especially clear. 


® REGIONAL ILEITIS. By Burrill B. Crohn, M.D., Consulting Gas- 
troenterologist, Mount Sinai Hospital, New York; and Harry Yarnis, 
M.D., Associate in Medicine for Gastroenterology, Mount Sinai Hospital, 
New York. Ed. 2, revised. Cloth. Pp. 239, with illustrations. Price 
$7.25. Grune & Stratton, 381 Fourth Avenue, New York City 16, 1958. 


The authors’ 25 years of experience in the care and follow- 
up of 676 private cases of segmental enteritis is analyzed in this 
book. The second edition is an attempt to present an unpreju- 
diced appraisal of and follow-up report on the value of medical 
treatment and incidence of postoperative recurrence in the dis- 
ease. 

The four essential categories into which the cases are di- 
vided and discussed are: (1) regional ileitis, acute and chronic; 
(2) ileo-jejunitis; (3) gastric and duodenal involvement; and 
(4) ileitis with involvement of some of the large bowel. All 
represent regional or cicatrizing enteritis, but they are not dis- 
tinct entities; mixed forms are common. However, the group 
of ileo-jejunitis and duodenitis is considered separately, since 
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consistent involvement of the whole or most of the small bowel 
—with its different life history and singular therapeutic ap- 
proach—dictates a more novel viewpoint for successful diagnosis 
and prognosis. 


The confusing cross elements and complications inherent in 
combined ileitis and colitis (category 4) make its treatment, 
especially by surgery, so different that the authors have handled 
it as an entity requiring its own generic consideration. 


Illustrations are excellent and references extensive. 


The senior author was also one of the authors of the orig- 
inal paper on regional ileitis, read in 1932. 


be THE PHARMACOLOGIC PRINCIPLES OF MEDICAL PRAC- 
TICE. A Textbook on Pharmacology and Therapeutics for Medical Stu- 
dents, Physicians, and the Members of the Professions Allied to Medi- 
cine. By John C. Krantz, Jr., Professer of Pharmacology, School of 
Medicine, University of Maryland; Member of the General Committee of 
Revision of the United States Pharmacopeia; and C. Jelleff Carr, Senior 
Research Pharmacologist, Psychopharmacology Service Center, National 
Institute of Mental Health. Formerly Professor of Pharmacology, School 
of Pharmacy, Purdue University and Professor of Pharmacology, School 
of Medicine, University of Maryland. Ed. 4. Cloth. Pp. 1313, with il- 
lustrations. Price $14.00. The Williams & Wilkins Company, Mount 
Royal and Guilford Avenues, Baltimore 2, Maryland, 1958. 


This fourth edition includes two new chapters, expansion of 
material and shifting of old entries to categories of greater use- 
fulness, as well as drugs that act at an enzyme level. Many 
drugs no longer in general use have been deleted. The new 
chapters cover local use of drugs in eye, ear, nose, and throat 
and in treatment of mental illness. Numerous charts and figures 
and 140 new drugs have been added. Not all dosage forms and 
mixtures are included, since these may be found in the many 
drug encyclopedias. As before, drugs are called by the names 
most generally used by physicians. 


The book remains a valuable text on pharmacology and 
therapeutics for students, physicians, and members of the allied 
professions. 


B® ORAL SURGERY. By Kurt H. Thoma, D.M.D.; Dr.Med.Dent.H.C. 
(Zurich); F.D.S., R.C.S. (Eng.); Hon. F.D.S., R.C.S. (Edin.); 
F.A.C.D., Professor of Oral Surgery, Emeritus, and Brackett Professor 
of Oral Pathology, Emeritus, Harvard University; Visiting Lecturer in 
Oral Surgery, Graduate School of Medicine, University of Pennsylvania; 
Honorary Surgeon, Formerly Oral Surgeon and Chief of Dental Depart- 
ment, Massachusetts General Hospital; Oral Surgeon-in-Chief to Brooks 
Hospital, Brookline, Mass.; Consultant in Oral Surgery to the U.S. Pub- 
lic Health Service Hospital, Boston, Mass.; Civilian Consultant in Oral 
Surgery to the Walter Reed Army Medical Center, Washington, D.C. 
Ed. 3. Cloth. Pp. 1607, with illustrations. Price $27.50. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 3, 1958. 


The third edition of this authoritative text contains three 
new chapters (on pharmacology, roentgen examination, and sur- 
gical eruption and positioning of teeth) as well as improved 
methods devised in the United States and abroad and made 
possible by increased safety of anesthetics and use of anti- 
biotics. 


The book is especially recommended to candidates for 
board certification in oral surgery and to the general practitioner 
in dentistry as an aid in diagnosis, treatment, and evaluation of 
prosthetic restoration possibly necessitated after extensive op- 
erations. 


Of the 1824 illustrations, 159 are in color. 


® THE CHEMISTRY AND CHEMOTHERAPY OF TUBERCULO- 
SIS. A Compilation and Critical Review of Existing Knowledge on the 
Chemistry of Tubercle Bacilli and Their Products, Chemical Changes and 
Processes in the Host, and Chemical Aspects of the Treatment of Tuber- 
culosis. By Esmond R. Long, M.D., Ph.D., Sc.D., Emeritus Professor 
of Pathology and formerly Director, Henry Phipps Institute for the 
Study, Treatment and Prevention of Tuberculosis, University of Penn- 
sylvania; formerly Director of Medical Research, National Tuberculosis 
Association. Ed. 3. Cloth. Pp. 450, with illustrations. Price $12.00. 
Williams & Wilkins Company, Mount Royal and Guilford Avenues, Bal- 
timore 2, Maryland, 1958. 


This third edition of a critical review of the biochemistry 
and chemotherapeutics of tuberculosis has been entirely rewrit- 
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ten to include new information regarding the blood and tuber- 
culous effusions. The original chapter and section organization 
of the book has been generally preserved. 

Although heartening strides have been made in the direction 
of specific chemotherapy in tuberculosis, interrelations of ap- 
plied therapy and the physiologic and pathologic changes in the 
host’s body still have not been satisfactorily established. 


®& PEDIATRIC INDEX. A Guide to Symptomatological Diagnosis and 
Current Management. By Edwin F. Patton, M.D., Beverly Hills, Cali- 
fornia. Cloth. Pp. 639. Price $13.50. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1958. 


An alphabetical pediatric index compiled by a pediatrician 
with 35 years of experience contains three sections: (1) com- 
plaints, signs, symptoms, and body parts affected, correlated to 
the child’s age and accompanying clinical aspects, leading to 
presumptive diagnosis, (2) definitive diagnosis and treatments, 
and (3) special data and technics applicable to several condi- 
tions, as well as miscellaneous information, including a list by 
states of poison control centers. 

The book is recommended for use by general practitioners, 
students, and less experienced pediatricians. The author’s 
preface includes specific instructions for rapid use of the index. 


®& SIGNS, SYMPTOMS AND TREATMENT OF CERTAIN ACUTE 
INTOXICATIONS. By William B. Deichmann, Ph.D., Professor and 
Chairman, Department of Pharmacology, University of Miami, School of 
Medicine, Coral Gables, Florida; and Horace W. Gerarde, M.D., Ph.D., 
Head Toxicologist, Esso Research and Engineering Company, Medical 
Research Division, Linden, New Jersey; and The Bureau of Biological 
Research, Rutgers, The State University, New Brunswick, New Jersey. 
Ed. 2. Cloth. Pp. 154, with illustrations. Price $3.75. Charles C Thom- 
as, Publisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


The second edition of this handbook contains more than 400 
new entries, including many new insecticides and industrial 
poisons. Further, it is both numerically and alphabetically in- 
dexed for quick reference in emergencies. 

Originally meant for interns and residents, it is now be- 
lieved useful to the personnel of the newly-established poison 
control centers across the nation. 


Ciba Foundation Symposium on the CHEMISTRY AND BIOLOGY 
OF MUCOPOLYSACCHARIDES. Editors for the Ciba Foundation, 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch.; and Maeve O’Con- 
nor, B.A. Cloth. Pp. 323, with illustrations. Price $8.50. Little, Brown 
& Company, 34 Beacon Street, Boston 6, 1958. 


The transactions of a recent international conference on the 
mucopolysaccharides are presented. The discussion centered 
around the physiology, pathology, and clinical applications of 
the chemical and biologic properties of the substances, which are 
tentatively defined as complex macromolecules containing carbo- 
hydrates and amino acids as integral parts. 


® PSYCHIATRIC NURSING. Syllabus and Workbook for Student 
Nurses. By Lenore Kimball, B.S., R.N., Instructor of Psychiatric Nurs- 
ing and Supervisor of Psychiatric Nursing Service, Cook County School 
of Nursing, Chicago. Ed. 2. Paper. Pp. 186, with illustrations. Price 
$3.00. The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, Missouri, 1958. 


This second edition, whose continuing purpose is to increase 
rapport between nurse and patient, includes changes based on 
discussion with instructors and supervisors and new problems 
and problem-solving sheets designed to aid the beginning psy- 
chiatric nurse in learning, through theory and experience, how 
to provide a therapeutic atmosphere for the emotionally ill 
patient. 

Eight types of psychoneuroses are discussed and illustrated 
with representative case reports. The work sheets that close 
each section comprise nursing problems for solution. Brief 
bibliographies pertaining to the material in each section have 
been brought up to date. 


Journat A.O.A. 


REGAIN 


ELECTROLYTE BALANCE PROMPTLY 


@ improve blood volume 
@ restore circulatory and renal efficiency 
@ control or prevent hypopotassemia 


with POLYSAL’ for replacement 


Electrolyte Composition 
(milliequivalents per liter) 


CATIONS ANIONS 

Sodium 140 mEq. Chloride 103 mEq. 
Potassium 10 mEq. *Bicarbonate 55 mEq. 
Calcium 5 mEq. *Obtained from metabolic 
‘Magnesium 3 mEq. conversion of acetate ion. 


Available in Distilled Water or 5% Dextrose in 250, 500, 
1000 cc. Saftiflasks.® 


MAINTAIN 


ELECTROLYTE BALANCE SMOOTHLY 
@ eliminate “saw-tooth” effect to prevent water 
intoxication, edema, overloading 
@ supply basic needs of electrolytes 
@ provide uniform hydration 


with POLYSAL-M for maintenance 


Electrolyte Composition 
(milliequivalents per liter) 


CATIONS ANIONS 

Sodium 40 mEq. Chloride 40 mEq. 
Potassium 16 mEq.  ‘*Bicarbonate 24 mEq. 
Calcium 5 mEq. *Obtained from metabelic 
Magnesium 3 mEq. conversion of lactate and 


acetate ions. 


Available in 22% Dextrose in Saftiflasks®— 250, 500 cc.; 
in 5% Dextrose in Saftiflasks—250, 500 and 1000 cc.; in 
10% Dextrose in Saftiflasks—500 and 1000 cc. 


for detailed literature 
or write to Dept. 29-G. 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: H wid 


Sulfaguanidine 
EFFECTIVE ANTIDIARRHEAL 


Opium tincture ............. 0.08 cc: 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from ° 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of £6 fl. oz. 


Exempt Narcotic. Available on Prescription Only. 


Journat A.O.A. 


| | 
Prompt 
“vay 
| 
| 
| 
| 
| 


every patient 
needs comfort... 
infants, too! 


Comfort is an important aid 

to healing... especially for 
infants when discomfort can’t be 
described. Davol, manufacturers 
of hospital and surgical 
rubber goods for 84 years, 
devotes extra care and precision 
in the development of infant 
items such as trusses, ice packs 
and umbilical belts to fill 

the physician’s 

requirements and lessen 
discomfort for infants. 


UMBILICAL BELTS, No. 876 (Small), 

No. 877 (Medium), No. 878 (Large). 

“Pure-gum” amber rubber with inflatable pad 

which provides sufficient pressure in umbilical area 

to maintain, in many instances, necessary reduction 

| of umbilical hernia. Made to exacting specifica- 
tions. Small: 10” to 12”. Medium: 14” to 16”. 
Large: 18” to 20”. 


| DAVOL SINGLE and DOUBLE INFANT 
TRUSSES specially designed with inflatable 
“pads” to exert gentle, continuous pressure on 
hernia site. Made of “pure-gum” amber rubber. 
Both single and double trusses available in small, 
medium or large, from 10” to 22”; adjustable. 


DAVOL CHILD'S THROAT ICE PACK, 
No. 379 — effective in post-operative treatment 
| of tonsillectomies or other throat maladies where 
“cold application” is recommended. Made of 
amber latex rubber, 2” wide, 10” long. Can be 
held in place by tie-string at nape of neck. 


RUBBER COMPANY 


PROVIDENCE 2, R. |. 
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WHAT 18 


an new concept 
_ in broad-spectrum therapy 


mother’s milk . 
eggs ... gastric mucin. Glucosamine achieved new ihpor- 


tance when Pfizer scientists discovered that this interesting _ 
compound provides significant advantages when added to 
antibioties such as Tetracyn® (tetracycline) and Terramy- 
(oxytetracycline). 


ADVANTAGES OF 


ANTIBIOTICS: 

Higher, faster antibiotic blood levels’ 

More consistently elevated antibiotic blood levels* 
Effective, well-tolerated broad-spectrum therapy*** 
Safe, physiological potentiation with glucosamine, 
a nontoxic human metabolite*** 


Prizer Lasoraronies, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


References: 1. Welch, H.; Wright, W. W., and Staffa, A. W.: ae “i 


Med. & Clin. Therapy 5:52 (Jan.) 1968. 2: Carlozzi, M.: 


_ & Clin. Therapy 5:146 (Feb.) 1958. 3. Shalowits, M.: C 


(April) 1968. 4. Stone, M. L.; Bamford, J., and Bradley, W: 


‘Med. & Clin. Therapy 5:322 (May) 1968. 5. Cornbleet, 
py §:328 (May) 1968. 


and Barsky, 8.: Antibiotic Med. & Clin. Thera 
6. West, R., and Clarke, D. H.: J. Clin. Invest. 17:178 (March) 


7. Jimenes-Dias, C.; Aguirre, M., and Arjona, E.: Bull. Inst, M. Res. ‘ 
Madrid (Get-Dec.) 1968. 8. 8.; Pogell, 


B. M., and 


—Cosa identifies Pfizer preparations con- 
taining glucosamine, a basic substance older than man 
- himself, found throughout the human body and in the whole | 
spectrum of nature—lobster shells .. . 


Your patients will 
do better when 
you choose 
COSA‘ antibiotics 


COSA-TETRACYN® 


Capsules (black and white), 250 
mg. and 125 mg.; orange-flavored 
Oral Suspension, 125 mg. per 5 cc. 
Also available: 
COSA-TETRASTATIN® (gluco- 
samine-potentiated tetracycline 
with. nystatin) Capsules (pink 
and black), 250 mg.; orange-pine- 
apple flavored Oral Suspension, 
125 mg. per 5 cc. 

COSA -SIGNEMYCIN® 


triacetyloleandomycin gl: 
tetracycline 


Capsules (green and white), 250 
mg. and 125 mg. 

COSA -TERRAMYCIN* 
oxytetracycline with glucosamine 

Capsules (yellow), 250 mg. and 
125 mg.; peach-flavored Oral Sus- 
pension, 125 mg. per 5 cc. 


*TRaDEmann 
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Controls Stress 
Relieves Distress in smooth muscle spasm 


new 
Pro-Banthine win Dartal 


—for positive relief of cholinergic spasm. —a new and well tolerated agent for normalizing emotions, 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral motor 
disorders, especially when these disorders are in- 
duced or aggravated by psychic tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as a most effective drug for 
controlling gastrointestinal hypermotility 

“ae and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers unexcelled safety, flexibility and effec- 


i | Excellent tiveness in stabilizing emotional agitation. 
op cremeraeaaaa The combination of each drug in fully effective 


doses in Pro-Banthine with Dartal gives a new 

8 - means of approach to the medical management of 
— functional gastrointestinal disorders mediated by 


the parasympathetic nervous system. 


Specific Clinical Applications: Functional gastro- 
intestinal disturbances, gastritis, pylorospasm, pep- 
tic ulcer, spastic colon (irritable bowel), biliary 
dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 
mg. of Pro-Banthine (brand of propantheline bro- 
mide) and 5 mg. of Dartal (brand of thiopropazate 
dihydrochloride). 


G. p. SEARLE « co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


SEARLE 
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% m low-sodium regimen. SIGMOL Enema is used routinely in hospitals 
. across the nation because it is quick, effective, and SAFE.Sigmol Enemacon- 
rains , in each 120 ce. (4 fluid oz.) , Sorbitol Solution, N.F. 43 Gm., Dioctyl Potas- 
sium Sulfosuccinate 0.12 Gm. Available at ethical prescription pharmacies. Write _ ie 
for’ your supply of nan dy -1€ ti struc’ ate n sheets 
_ 
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PSORTASIS 


effectively 
RELIEVED 


after other treatments failed 


In a recent clinical investigation’, RIASOL* showed 
improvement in 97% cases of psoriasis. Thirteen pa- 
tients in this series responded favorably to RIASOL 
after previous unsuccessful treatment with other medi- 
cations. 


There were no ill effects in any case treated with 
RIASOL. 


These satisfactory results with RIASOL confirm a 
previous clinical investigation’? published in 1940. 


Many physicians are now treating all of their cases of 
psoriasis with RIASOL, in view of its safety and the 
satisfactory therapeutic results. 


RIASOL contains mercury 0.45% (alterative) chem- 
ically combined with soaps, phenol 0.5% (antipruritic) 
and cresol 0.75% (antiseptic) in a saponaceous vehicle 
that penetrates the superficial layers of the skin. 


A thin film is rubbed in gently after bathing and dry- 
ing the skin. Repeat applications every night. No band- 
ages needed. Supplied in 4 and 8 fid. oz. bottles at 
pharmacies or direct. 


1. Ant, M., Local treatment of psoriasis, including a 
review of medical literature, M. Times 85:1397, 
(Dec.) 1957. 


2. Kugel, I. H., New local treatment for psoriasis, 
with report of 21 cases, M. Rec. 151:397, 1940. 


*T. M. Reg. U.S. Pat. Off. 


Dept. JAOA-758 


Ol far 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


PSORIAS! 


After Use of Riasol 


12850 Mansfield Avenue Detroit 27, Michigan 


f Riasol 
Before Use o te 
( 
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NEW 6th EDITION 


Partipilo—Surgical Technique 
And Principles of Operative Surgery 


By A. V. PARTIPILO, M.D., F.A.C.S. 


Clinical Professor of Surgery, The Stritch School of Medicine of Loyola 
University; Senior Attending Surgeon, Columbus and St. Mary’s 
Hospitals, Chicago, Illinois 


With 18 Contributors! Here are the detailed surgi- 
cal techniques of virtually every operative procedure 
you may have occasion to use, whether it be in 
general or specialized surgery. The book abounds 
with original, step-by-step drawings that carry 
legends so clear and precise that nothing short of 
actual attendance in the operating room amphi- 
theatre itself can give you such lucid word and 
picture guidance. 


This new 6th edition contains new chapters on 
anesthesia, preoperative medication, the physical 
basis of radioactive isotopes, salivary glands, surgery 
of the breast, of the adrenal glands, of the neck, 
of varicose veins, of the chest, of the heart, etc. In 
addition to the technique, there are sound consid- 
erations of pre- and postoperative care, indications, 
surgical risks, fluid therapy, and physiological and 
pathological factors. 


New 6th Edition. 966 Pages, 7” x10”. 1235 Illus. on 719 Figures, 4 in Color. $20.00 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


TRADEMARK 


dispels visual disturban 


ergotamine-induced 


BURROUGHS WELLCOME & 
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new...to defeat the 
tainingergotamine tartrate1mg.,_ 
Hydrochloride 25 mg., and caf- 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet tid. because of the 
special timed-release design. 


= to 4 hours of relief 


the outer layer 


then—3 to 4 more hours of relief 
rom the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 


Pyrilamine maleate ........ 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


‘Triaminic: 


SMITH-DORSEY «a division of The Wander Company. Lincoln, Nebraska « Peterborough, Canada 
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QUALITY / RESEARCH / INTEGRITY 


... acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and 
a short-acting antihistamine with a syn- 
ergistic sympathomimetic. It usually 
begins to combat symptoms within fif- 
teen to thirty minutes and eliminates 
them for as long as twelve hours. Thus 
you can give your hay-fever patients and 
other allergy victims remarkably com- 
plete relief on a dosage of only 2 or 3 


pulvules daily. 
**Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 
ELI LILLY AND COMPANY e 


INDIANAPOLIS 


Prescribe ‘Co-Pyronil’ in attractive 
green-and-yellow pulvules for adults; in 
tiny red pediatric pulvules or tasty sus- 
pension for children. 


Each Pulvule ‘Co-Pyronil’ provides: 
‘Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histadyl!’ 

(Thenylpyramine, Lilly) 
‘Clopane Hydrochloride’ 
(Cyclopentamine 
chloride, 
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Conventions and 
meetings 


Announcements 


American Osteopathic Assocta- E 
tion, Sixty-Second Annual Conven- § 
tion, Sheraton-Park and Shoreham & 
Hotels, Washington, D.C., July 14- ® 
18. Program Chairman, Richard O. & 
Brennan, 1115 W. Alabama St., & 
Houston 6, Tex. 


Academy of Applied Osteopathy, annual 
meeting, Shoreham Hotel, Washington, 
D.C., July 17-18. Secretary, Margaret 
W. Barnes, P.O. Bin 1050, Carmel, 
Calif. 

American College of General Practition- 
ers in Qsteopathic Medicine and Sur- 
gery, general assembly, Sheraton-Park 
Hotel, Washington, D.C., July 16. Sec- 
retary, A. J. Schramm, 5880 San Vi- 
cente Blvd., Los Angeles 19. 


American College of Osteopathic Intern- 
ists, annual meeting, Waldorf Astoria 
Hotel, New York City, October 2-4. 
Program Chairman, H. Earle Beasley, 
189 Bay State Rd., Boston 15, Mass. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Blvd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Canada, annual meeting, Hotel London, 
London, Ont., October 2-4. Program 
Chairman, E. S. Detwiler, 444 Water- 
loo St., London, .Ont. Secretary, Miss 
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Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trails,| METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1 tablet 
all night 


1 tablet q. 12 h. to prevent angina pectoris 


all night 


tablet 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy. 


Supplied: METAMINE SUSTAINED, 10mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 1 


‘Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg, 


Sustained 


Shes. Leeming Ce Se. 155 E. 44th St., New York 17, N.Y. 


Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25. 


Central States Osteopathic Society of 
Proctology, annual meeting, Manger- 
Rowe Hotel, Grand Rapids, Mich., Oc- 
tober 3-5. Secretary, Ralph T. Van 
Ness, 25 Tibet Rd., Columbus 2, Ohio. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell E. Cobb, 
1379 Narragansett Blvd., Cranston 5, 
R.I. Secretary, LeRoy W. Lovelidge, 
Jr., 201 E. Orange St., Lancaster, Pa. 


Florida, annual meeting, Americana Ho- 
tel, Bal Harbour, Miami Beach, Sep- 
tember 29-October 1. Program Chair- 


man, Morton Terry, 1141 N. E. 79th 
St., Miami 38. Executive Secretary, 
Mr. Barton K. Johns, 5009 Central 
Ave., Tampa 3. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19, 1959. Sec- 
retary, Arabelle Baker Wolf, 4840 'N. 
Michigan Rd., Indianapolis 8. 


Kansas, annual meeting, Broadview Ho- 
tel, Wichita, September 29-October 1. 
Program Chairman, Donald C. Ford, 
Mack-Welling Bldg., Lucas. Executive 
Secretary, Mr. Lloyd L. Hall, 121 E. 
8th St., Topeka. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, Box 511, Lake Charles. 
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*Calmitol is the non-sensitizing antipruritic supplied as Ointment in 
1%-oz. tubes and 1-lb. jars, and as Liquid, for more stubborn pruritus, 
in 2-0z. bottles by Thos. Leeming & Co., Inc., New York 17, N.Y. 


Maine, midyear meeting, Waterville, De- 
cember 5-6. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Michigan, annual meeting, Civic Audito- 
rium, Grand Rapids, October 6-8. Pro- 
gram Chairman, Emmett Binkert, 
Carson City Hospital, Carson City. 
Executive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


Missouri, annual meeting, Sheraton-Jef- 
ferson Hotel, St. Louis, October 1-3. 
Executive Secretary, Mr. Paul D. 
Adams, 325 E. McCarty St., Jefferson 
City. 


Montana, annual meeting, Rainbow Ho- 
tel, Great Falls, August 1-2. Secretary, 
Blanche R. Diestler, East Lakeshore, 
Bigfork. 
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National Osteopathic Guild Association, 
annual meeting, A.O.A. Central Office, 
Chicago, November 14-15. Correspond- 
ing Secretary, Mrs. Robert Witta, Jr., 
335 Wynwood Rd., York, Pa. 


Nebraska, annual meeting, Fontenelle Ho- 
tel, Omaha, September 26-27. Execu- 
tive Secretary, Mr. Robert H. Down- 
ing, Security National Bank Bldg., 
Superior. 


New York, annual meeting, Hotel Stat- 
ler, Buffalo, October 11-12. Program 
Chairman, Wesley C. Luther, 198 Union 
St. Hamburg. Secretary, C. Fred 
Peckham, 27 W. Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 23-25. 
Program Chairman-Secretary, S. Dales 


Foster, 710 Public Service Bldg., Ashe- 
ville. 


Ontario, annual meeting, Hamilton, May 
4-6, 1959. Secretary, A. V. DeJardine, 
205 Yonge St., Toronto 1. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Warwick Hotel, Philadelphia, Sep- 
tember 29-October 1. Program Chair- 
man, John W. Sheetz, Jr., 2065 N. 63rd 
St., Philadelphia 31. Executive Secre- 
tary, Arthur A. Martin, Box 472, 
Kirksville, Mo. 


Pennsylvania, annual meeting, Bellevue 
Stratford Hotel, Philadelphia, Novem- 
ber 13-15. Executive Secretary, Mr. 
George W. Thomas, 1941 Market St., 
Harrisburg. 


Tennessee, annual meeting, Hotel Patten, 
Chattanooga, April 26-29, 1959. Secre- 
tary, J. M. Moore, Jr., 200 High St, 
Trenton. 


Vermont, annual meeting, Green Moun- 
tain Inn, Stowe, September 23-25. 
Program Chairman, J. Malcolm Mac- 
Donald, 3 S. Main St., Rutland. Clerk- 
treasurer, Marian N. Rice, 8 Court St., 
Windsor. 


Western States Osteopathic Society of 
Proctology, annual meeting, Texas Ho- 
tel, Fort Worth, Texas, October 6-8. 
Program Chairman, Clarence R. Wool- 
sey, 1118 Third St., Corpus Christi, 
Texas. Secretary, Earle F. Waters, 925 
E. South Temple St., Salt Lake City 
2, Utah. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix. 

Basic science examinations September 
16 at the University of Arizona, Tucson. 
Applications must be filed two weeks 
prior to examinations. Address Mr. Her- 
man E. Bateman, secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Basic science examinations September 
3-4 at second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St. 
Applications must be filed by August 20. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


CONNECTICUT 
Basic science examinations October 11. 


Journat A.O.A. 


PHONE CALL MEMO 
ro: Dr. aus: 2:32 9:5: 
CALLED BY: Mrs. Keegan | 
MESSAGE: She was about to leave on 4 
vacation trip with the family and wanted 
to know the name of that ointment for : 
z insect bites and poison ivy you always 
recommend - I told her Calmitol- 


7 doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


Doctors, too, like “Premarin? 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York (ar 3 
16, N. Y. * Montreal, Canada 
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For Speedier Return to Normal Nutrition 


and the Protein Depletion 


of Severe Infectious Disease 


, — from severe infectious processes entails more 
than emergence from the effects of the causative agent. 
The semistarvation, the inactivity, the suppression of 
physiologic activity must all be corrected as rapidly 
and thoroughly as can be tolerated by the patient. 


Return to normal nutrition can be speeded by an 
easily digested diet high in top quality protein and 
vitamin-mineral components. 


Lean meat serves several purposes in such a program: 
It supplies easily digested protein of highest biologic 
quality for rapid re-establishment of nitrogen balance; 
it provides the gamut of B vitamins as well as certain 
minerals important to sound nutrition, and it brings 
appetite-stimulating flavor to meals, a consideration not 
to be underestimated in the psychic rehabilitation of — 
appetite. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


Journat A.O.A, 


| 
| 


Of course, women like “Premarin” 


apuaeey for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they would have a hard time explain- 
ing it in such medical terms, this is 
the reason women like “Premarin.” 

The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psyche needs nursing—“Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 
short, when you want to treat the 


whole menopause, (and how else is 


it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada (or 
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NEW...HYLAND 


RA-TEST 


A FAST, SIMPLE, RELIABLE 
SCREENING TEST FOR 
RHEUMATOID ARTHRITIS 


a rapid slide modification of the latex fixation test 


EASY TO PERFORM — just mix separate drops of 
Latex-Globulin Reagent with: (1) patient's diluted 
serum, (2) Negative Control Serum, and (3) Positive 
Control Serum on divided areas of slide. 


EASY TO READ— positive reactions (indicating 
presence of rheumatoid factor) are clearly visible to 
the naked eye in a few seconds. Negative tests remain 
smooth, with no visible clumping. 


SUPPLIED— in compact kits containing 5 cc. Latex- 
Globulin Reagent, 2 cc. Positive Control Serum, 2 cc. 
Negative Control Serum,.100 cc. Glycine-Saline Buffer 
Diluent, and divided glass slide. Each kit sufficient for 
at least 100 tests. Test components are also available 


separately. 


HYLAND LABORATORIES 
Los Angeles 39, California 


Yonkers, New York 


*Trade Mark of Hyland Laboratories 


Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 
Basic science examinations in October. 
Address Daniel Leo Finucane, M.D., sec- 
retary, Commission on Licensure, 1740 
Massachusetts Ave., N.W., Washington 
6, D.C 


ILLINOIS 
Examinations in October at Chicago. 
Address Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations October 14 
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at the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


MARYLAND 
Examinations in October at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MICHIGAN 
Basic science examinations in October. 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, 116 Mason Bldg., Lansing. 


MINNESOTA 
Basic science examinations October 7 
at University of Minnesota, Minneapolis. 


Address Raymond N. Bieter, M.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis. 


MONTANA 
Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEBRASKA 
Basic science examinations October 7-8. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 
Basic science examinations October 7. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 10-12. 
dress John S. Wheeler, M.D., secretary, 
Board of Registration in Medicine, State 
House, Concord. 


NEW JERSEY 
Examinations on October 21. Address 
Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 W. 
State St., Trenton 8. 


NEW MEXICO 
Basic science examinations October 19. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


RHODE ISLAND 

Professional examinations October 2-3 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations in August 
at the State Office, Providence. Applica- 
tions must be filed 21 days prior to ex- 
aminations. Address Mr. Casey. 


SOUTH DAKOTA 
Examinations July 15-16. Address Mr. 
John C. Foster, executive secretary, 
Board of Medical and Osteopathic Ex- 
aminers, Room 300, First National Bank 
Bldg., Sioux Falls. 


TENNESSEE 

Professional examinations in August. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


VERMONT 
Examinations July 23-24 at Montpelier. 
Applications must be filed by July 10. 


Journat A.O.A. 
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Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


WISCONSIN 
Basic science examinations September 
19 at Madison. Applications must be filed 
by September 11. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations October 6 at Cheyenne. 
Address Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


July 1, within period of 60 days follow- 
ing—Indiana, $5 residents, $10 nonresi- 
dents. Address Miss Ruth V. Kirk, ex- 
ecutive secretary, Board of Medical 
Registration and Examination, 538 
Knights of Pythias Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, Medical Board, 
21 W. Broad St., Columbus 15. 


During September-—Nebraska, $3. Ad- 
dress Mr. Husted K. Watson, Director 
of Bureau of Examining Boards, State 
Department of Health, Lincoln 9. 


October 31—Pennsylvania, $5. Address 
Mrs. Katherine M. Wollet, secretary, Bu- 
reau of Professional Licensing, Box 911, 
Harrisburg. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
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osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are: anatomy; physiology; pathology; 
osteopathic principles; therapeutics and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 
sis; public health and communicable dis- 
eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 


ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 

Eligibility requirements are as follogrs : 
Part I, satisfactory completion of the 
first 2 years in an approved s ‘ol of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a l-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement 
does not apply to candidates who took 
Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 
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entique antacid with milk-like action 
Peptic ulcer patients find fresh. mint-flavored 
ALA tablets tasty even after long months 
elief of hyperacidity and causes neither 
Tablet- or only one teaspoonful 
Each tablet contams 0.18 Gar sly rine 
0.5 mz. ot homatropone methy throm ‘3 
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thought 


azine’ stops 


new! multiple dose vials 
10 cc. (5 mg./cc.) 
for immediate effect— 


always carry one in your bag 
Smith Kline & French Laboratories, Philadelphia 
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Also available: Ampuls, 2 cc. (5 mg./cc.); 
Tablets, 5 mg., 10 mg. and 25 mg.; Span- 
sule® sustained release capsules, 10 mg., 15 
mg. and 30 mg.; Suppositories, 5 mg. and 25 
mg.; and Syrup, 5 mg./teaspoonful (5 cc.). 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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BUTAZOLIDIN 


(phenylbutazone GEIGY) 


nonhormonal anti-inflammatory agent 


in acute superficial thrombophlebitis 
RELIEVES PAIN PROMPTLY...RESOLVES INFLAMMATION 


BUTAZOLIDIN usually produces complete relief of pain in twenty-four hours 
or less!:? and early regression of local heat, tenderness and swelling.!:3.4 “In 
the majority of cases there was complete resolution by the fourth day.”> 
This rapid response to BUTAZOLIDIN greatly reduces disability and economic 
loss for patients. 


(1) Stein, 1. D.: Circulation 12:833, 1955. (2) Potvin, L.: Bull. Assoc. méd. lang. franc. 
Canada 85:941, 1956. (3) Sigg, K.: Angiology 8:44, 1957. (4) Elder, H. H. A., and Armstrong, 
J. B.: Practitioner 178:479, 1957. (5) Braden, F. R.; Collins, C. G., and Sewell, J. W.: 
J. Louisiana M. Soc. 109:372, 1957. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. BUTAZOLIDIN® 
Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydrox- 
ide 100 mg.; magnesium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 
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GEIGY 


ARDSLEY, N. Y. 


PRELUDIN 


(brand of phenmetrazine hydrochloride) 


original silhouette hand cut by Mochi 


appetite curbed, sleep undisturbed 


Distinctly different from amphetamine in chemical structure, PRELUDIN 
effectively blunts the appetite yet produces little or no C.N.S. stimula- 
tion or undesirable side effects. 


greatly increases weight loss 


With PreLupIn, patients generally lose two to five times as much 
weight as they would lose by diet alone.!25 


well tolerated in complicated obesity 


Therapy with PRELUDIN may be instituted in the presence of moderate 
hypertension, chronic cardiac disease or diabetes.'* 


(1) Barnes, R. H.: J.A.M.A. 166:898 (Feb. 22) 1958. (2) Gelvin, E. P.; McGavack, T. H., 
and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & 
Digest Treat. 7:1456, 1956. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Ressler, C.: 
J.A.M.A. 165:135 (Sept. 14) 1957. 


PreLup1Nn® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 
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specifically for weight reduction 
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be on the beam again, thanks to 


lo back | 


LPHIA 32, PA. 


=. ...he’ll soon 
EXILON gets th 2m back on the job fast ist. Each 
ORIES INC. P HI JADE 


better nutrition, 
more effective buffering 


Sustagen: 


Complete food, Mead Johnson 
powder 


helps you keep 
peptic ulcer patients well-fed 
comfortable... on the go 


With Sustagen, you can provide the 
peptic ulcer patient with a diet complete 
in all known essential nutrients... and, 
because of its effective buffering action, 
Sustagen helps speed healing of the lesion. 


In a study of 40 patients “refractory to 
conventional ulcer therapy,” 87% re- 
sponded favorably toa Sustagen regimen. 
(Winkelstein, A.: Am. J. Gastroenterol- 
ogy 27: 45, 1957) 


Special Printed Diets for Peptic Ulcer 
Patients (Lit. 306) are available to save 
you time in instructing your patients. 
For a supply or specimens of these diets, 
you are cordially invited to ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 


for peptic ulcer patients 
| 
t 


Specialty 


board examinations 


ANESTHESIOLOGY 

Examinations October 25-26 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address Mrs. E. F. Martin, corresponding 
secretary, American Osteopathic Board 
of Anesthesiology, Box 474, Coral Gables 
34, Fla. 


DERMATOLOGY 

Examinations in July at Washington, 
D.C. Applications must be filed before 
the April 1 prior to the examination date. 
Address Donald L. Gardner, D.O., secre- 
tary, American Osteopathic Board of 
Dermatology, 649 S. Olive St., Los An- 
geles 14. 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


OBSTETRICS AND GYNECOLOGY 

Examinations February, 1959, at De- 
troit. Applications must be filed before 
the April 1 prior to the examination date. 
Address Jacquelin Bryson, D.O., secre- 
tary, American Osteopathic Board of 
Obstetrics and Gynecology, 3300 E. 17th 
Ave., Denver 6. 


OPHTHALMOLOGY AND 
OTORHINOLARYNGOLOGY 

Examinations September 27-28 at Phila- 
delphia. Applications must be filed before 
the April 1 prior to the examination date. 
Address Clifford C. Foster, executive sec- 
retary, American Osteopathic Board of 
Ophthalmology and Otorhinolaryngology, 
Detroit Gladys Clinical Bldg., 1338 Gladys 
Ave., Lakewood 7, Ohio. 


RADIOLOGY 

Examinations October 24-25 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address D. W. Hendrickson, D.O., sec- 
retary, American Osteopathic Board of 
Radiology, 3429 E. Douglas Ave., Wich- 
ita 8, Kans. 


SURGERY 

Examinations October 25-26 at Boston. 
Applications for examination in specialty 
fields of surgery, gynecological surgery, 
neurosurgery, orthopedic surgery, periph- 
eral vascular surgery, must be filed prior 
to April 1. Address Mrs. E. F. Martin, 
corresponding secretary, American Osteo- 
pathic Board of Surgery, Box 474, Coral 
Gables 34, Fla. 
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*Trademark—Pat. Pend. 


to minimize 
joint stiffness. 


at bed-time helps prevent 


PERSISTIN* 


Night-long salicylate therapy with a single dose of Persistin 


“joint jelling” in arthritic patients. 


Each Persistin tablet contains acetylsalicylic acid 2% gr. 
(160 mg.) and salicylsalicylic acid 72 gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 


Samples and literature on request 


©fierman doralories 


Detroit 11, Michigan 


The health message* 


John D. Porterfield, M.D.* 


A hall of health offers an excellent de- 
vice for imparting knowledge about health 
and disease. We in the Public Health 
Service are proud to have had a part in 
the rebirth of a Hall of Health in the 
great Smithsonian Institution. The infor- 


*Reprinted from Public Health Reports, 
March 1958. 

+Dr. Porterfield is Deputy Surgeon General 
of the Public Health Service. The address was 
delivered at the ceremony opening the Hall of 
Health, Smithsonian Institution, Washington, 
D. C., November 2, 1957. 


mation on human anatomy and physiol- 
ogy which it presents should have a sub- 
stantial impact on the knowledge and 
behavior of the many thousands of visit- 
ors to the Institution each year. 

Within the limits of time and space, 
the exhibit is probably among the best 
devices man has invented to communi- 
cate facts and ideas about the physical 
world. At its best, it combines the ad- 
vantages of language and visual presen- 
tation in a specific and coordinated mes- 
sage with a high teaching potential. From 
the scratched stone drawings of ancient 
times to the sophisticated three-dimen- 
sional clay models of today, exhibits have 
been used to teach and to stimulate in- 
terest. 

Certainly, the exhibit has long been an 
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PYELONEPHRITIS 


“A DISEASE OF THE TUBULES” AS WELL AS THE GLOMERULI 


! In pyelonephritis, “the tubules suffer from damage to 
| their lining cells which show cloudy swelling, granular 


degeneration and diminution in size. Inflammatory cells 


and colloid casts are found in the lumen of the tubules. 
Inflammatory cells are present also in the interstitial 


tissue. The glomeruli remain normal over a long period.” 


| 

A 
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In addition to simple glomerular 
filtration, FURADANTIN is actively 
excreted by the tubule cells. 


In the treatment of pyelonephritis, it is important to select an agent such as 
Furadantin which—in addition to its glomerular filtration—is secreted by 
the tubule cells. On the other hand, it has been demonstrated that sulfona- 
mides, both free and acetylated, are excreted primarily by glomerular fil- 
tration,? and that ‘“‘the mechanism of excretion of tetracycline is solely a 
glomerular filtration process without tubular involvement.’’* 


In pyelonephritis ... FURADANTIN, first 


Furadantin ‘‘may be unique as a wide-spectrum antimicrobial agent that is 
bactericidal, relatively nontoxic, and does not invoke resistant mutants. The 
importance of an agent with these characteristics that could be used for a 
long period in the treatment of chronic pyelonephritis has been recognized, 
and it is in this sphere that nitrofurantoin may have its greatest use.’’* 


Available as Tablets, Oral Suspension and Intravenous Solution. 


References: 1. Smith, |. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemotherapy 
of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, New York, 
McGraw-Hill Book Co., Inc., 1954. 3. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 122:61A, 1958. 
4. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


onl Ne NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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Ingredient 
TRIACEIAIE 
Pome 


Self-controlled enzyme action insures 


effective antifungal therapy without irritation 


Just as a thermostat regulates the release of heat, so does the chemostat 
action of “Enzactin” regulate the release of free fatty acid from the 
“Enzactin” reservoir. At the pH of the infected skin the enzyme esterase 
acts on “Enzactin” releasing antifungal, free fatty acid, which then lowers 
the pH and esterase activity decreases. As the antifungal fatty acid in the 
tissues diffuses or becomes neutralized the pH rises and esterase activity 
is again increased to release more fatty acid. 

The chemostat action of “Enzactin” maintains therapeutic levels of free 
fatty acid at the site of the infection, yet always in amounts below those 
causing skin irritation. 

“Enzactin” is effective in the treatment of Athlete’s Foot, Ringworm of 
the Scalp, and other superficial Fungus Infections. 


nonirritating - nonsensitizing - odorless - stainless 


NEW “ENZACTIN” SPRAY — Pressurized for easy application — 3 av. oz. container 


NEW “ENZACTIN” POWDER PACK— Moisture-absorbent for prophylaxis and treatment 
AYERST LABORATORIES 


— 1%, oz. puffer package 
ALSO “ENZACTIN” CREAM — When prolonged contact is desired — 1 oz. tube 
New York 16, New York «+ Montreal, Canada S 
5852 Potent Applications Pending 
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important means of communication in 
the fields of science and medicine. 

The first American scientific exhibit as 
it is known today was displayed at the 
annual meeting of the Indiana State 
Medical Association in 1899. It consisted 
of a large collection of pathological speci- 
mens prepared by two Indianapolis phy- 
sicians. It was such a great success that 
the two physicians displayed it the same 
year at the meeting of the American 
Medical Association held in Columbus, 
Ohio. Since 1900, the scientific exhibit 
has been an official part of the annual 
meeting of that association. 

Today every sizable group in the health 
field gives the exhibit equal status with 
scientific papers and other original pres- 
entations. 

But exhibits also have broader and 
more general uses. With the complex 
growth of our society, it has become 
necessary to use the exhibit not only as 
a professional and scientific tool but also 
as a means of reaching the general pub- 
lic. In 1904 the first tuberculosis exhibit 
for the general public was developed in 
Baltimore. It attracted nationwide atten- 
tion, and was soon followed by a similar 
display at the American Museum of 
Natural History in New York where it 
was seen by thousands of visitors. The 
following year, the exhibit toured the 
Eastern States, under the sponsorship of 
the newly organized tuberculosis associa- 
tion and the guidance of one of the early 
disciples of visual health presentation, 
Evart G. Routzahn. 

Since that time, the health exhibit has 
become a staple of numerous meetings 
and shows, and particularly of State and 
county fairs in rural areas. The modern 
era, however, ushered in many new and 
wondrous communications media; films, 
filmstrips, radio, and television. In com- 
parison with these devices, the exhibit 
was thought to be archaic as a health 
education technique. Euthusiasm for ex- 
hibits seemed to wane. 

Yet in 1939-40 the special hall of 
“Medicine and Public Health” of the 
New York World’s Fair drew an esti- 
mated audience of 714 million people. A 
popular health fair organized in 1954 in 
Miami, Fla., by the American Medical 
Association, with exhibits of the major 
professional, voluntary, and governmen- 
tal health agencies of this Nation, at- 
tracted about 50,000 visitors in 4 days. 
There were comparable crowds at sub- 
sequent health fairs in such cities as 
Los Angeles, Cincinnati, and Oklahoma 
City. 

I believe this is indicative of a number 
of things, but primarily of the tremen- 
dous popular interest in health matters. 
A recent survey, for example, revealed 
that newspaper readers wanted to see 
more articles on health than on any other 
single subject. Most of the major mass 
circulation magazines have special science 
and health departments. Popular pamph- 
lets on health and hygiene reach millions 
of readers each year. 


This reservoir of interest and aware- 
ness represents a challenge to us in pub- 
lic health as it does to those in the broad 
field of education. 


Journar A.O.A. 


| powder form 
| for athlete’s foot — 
| 


new 
“flavor-timed” 


dual-action 

TRADEMARK 
for Sustained coronary vasodilation and 


protection attack 
‘SUBLIN GUAL 


for Immediate relies from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 

Glyceryl trinitrate (nitroglycerin)—0.4 mg. (1/150 grain) 
is in the outer jacket—held under the tongue until 

the citrus flavor disappears; provides 

rapid relief in acute or anticipated attack. 


The middle layer of the tablet is 
the citrus ‘‘flavor-timer.” 


Pentaerythritol tetranitrate —15 mg. (1/4 grain) is in the - 
inner core—swallowed for slow enteric 
absorption and lasting protection. 


For continuing prophylaxis patients may 
swallow the entire Dilcoron tablet. 


Average prophylactic dose: 1 tablet four times daily. 


Therapeutic dose: 1 tablet held under the tongue 
until citrus flavor Heneeers. then swallowed. 


j LABORATORIES 
NEW YORK 18, 


Vor. 57, 1958 
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Comments by investigators on 


Robax 


@éethocarbamo! Robins, U.S. Pat. No. 2770649) Robins, 


THE JOURNAL 


American Medical Associa tien 


—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for aa ; 
sustained action and relative freedom from adverse the 
ence, me ocarbamo as 
side effects. forded greater relief of musc 


PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 195s. “spasm and “pain for a lo 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. ' “period vr time oe er undesi 


& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt. E. B., Jdr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. S. O'Doherty, | a and Shields, C. D.: J.A.M.A, { le 
able side effects or toxic ree 
4 
tions ‘than any 


167:160, 1958. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, Sg B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. ©5:422, 1957. 8. Truitt, » Jr. Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. sagcaee 1957. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 . 


THE J OURNAL | 


Summary of four new published clinical studies: 
Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm'-2-*-© 


NO. 
PATIENTS 


CONDITION RESPONSE 


STUDY 1* “marked” | moderate | slight | none 
Skeletal muscle 
spasm secondary to 


acute trauma 33 26 6 1 _ 
STUDY 2? “pronounced” THE J iOURNAL 
} Herniated disc 39 25 13 — 1 American Medical Association 
Ligamentous strains 8 4 a 
i Torticollis 3 3 
Whiplash injury 3 2 1 \ 
Contusions, gnificant reduction in voluntary 
fractures, and 2 “strength 
muscle soreness 
} due to accidents 5 3 2 a \ 
stupy 3° “excellent” \ 


Herniated disc 
Acute fibromyositis 
Torticollis 


stupy 4° “significant” 


Pyramidal tract 
and acute myalgic 


disorders 2 ‘This study has demonst 
TOTALS 4 that methocarbamol (Robaxin) 
a superior skeletal muscle re 


Southem 
\tedical | 


i 
fy 
j : 
{ 
“An excellent result, following 
 methocarbamol administration, 4 
was obtained in all patients with 
a 
i 


there’s pain 
and inflammation here... 
| it could be mild or 
severe, acute or chronic, 


primary or secondary fibrositis 
or even early 


more potent and comprehensive 
treatment than salicylate alone 
... assured anti-inflammatory 
effect of low-dosage corticosteroid ' 
... additive antirheumatic action 
of corticosteroid plus salicylate 2-5 
brings rapid pain relief; 

aids restoration of function 
more po manageable corticosteroid dosage 
.-. much less likelihood of 
treatment-interrupting side effects '~* 


Composition 

Meticorten® (prednisone) .. 0.75 mg. 
Acetylsalicylic acid .............. 325 mg. 
Aluminum hydroxide .. 75mg. 
Ascorbic acid 20 mg. 


Packaging: Sicmacen ® Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
E. A.: Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 


Complete information on the use of 
SiGMaGeEN available on request. 


 SCHERING CORPORATION - BLOOMFIELD, N. J. 
G-J-198 


j 


OneBellergal Spacetab * morning and evening. 
Composition : Ergotamine Tartrate 0.6 mg., 
Bellafoline 0.2 mg., Phenobarbital 40.0 mg. 


“Reg. T.M. 


SANDOZ 


As specialization in medicine and science 
becomes narrower and deeper, as new 
knowledge emerges from laboratories and 
research institutions, and as modern life 
becomes increasingly complex, it is es- 
sential that we rely more and more on 
easily understood methods of communi- 
cation. 

Since World War II, the volume of 
medical research in this country has in- 
creased about fivefold. We are beginning 
to make inroads on the problems posed 
by chronic illness and an aging popula- 
tion. There are things that can be done 
to treat some forms of heart disease, 
tests of value in diagnosing some forms 
of cancer, and new techniques in the 
treatment of mental illness. Thus, the 
pool of information which demands inter- 
pretation and application continues to 
grow. 
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To use in public health, this means that 

the specialist in communications, oral, 
written, and visual, is an important mem- 
ber of the modern health team. This fact 
is evident in the growing number of these 
personnel who are taking their places on 
the staffs of voluntary and professional 
health organizations and of official agen- 
cies at all levels of government. 

For many years, for example, the 
Federal Government has made use of ex- 
hibits to help convey useful information 
of all kinds, both to professional groups 
and to the general public. In the health 
field, the medical museum was started 
by the Army during the Civil War. For 
almost a century, this nearby neighbor of 
the Smithsonian has made significant con- 
tributions to medical knowledge through 
its exhibits. The Public Health Service, 
too, has found this technique of com- 


munication invaluable, as have State and 
local health departments. 

Today’s challenge is no less great for 
such great institutions as the Smith- 
sonian. The exhibit will always have a 
place in health education. As long as a 
youngster’s curiosity is whetted by a 
visual presentation of the marvelous 
mechanism that is the human heart, then 
exhibits have no peer as a health teach- 
ing resource. As long as there is zest 
for knowledge, then there is a need for 
new and better and more vivid ways of 
bringing that knowledge to people. 

Certainly we need to know more about 
how people learn through visual experi- 
ence. We need to know how to improve 
the presentation of facts and information 
and arguments through visual means. We 
need to know how to take advantage of 
the “teachable moment” that a superior 
kind of exhibit can make possible. 

Bruno Gebhard, director of the famous 
Cleveland Health Museum, has called a 
permanent health museum a “people’s 
university,” where visitors may see, 
study, and learn at their own pace and 
in their own way. In this new Hall of 
Health, the Smithsonian Institution has 
a “people’s university” offering guidance 
to better health for more Americans. 


Parents of children 
with congenital 
amputation* 


Wilma Gurney, M.S.W. 


Senior Medical Social Worker, 
Child Amputee Prosthetics Project, 
Medical Center, University of 
California at Los Angeles 


“Tt doesn’t seem to bother Tommy that 
he was born without a hand. He never 
mentions it.” 

As the social worker for the Child Am- 
putee Prosthetics Project at the Univer- 
sity of California, Los Angeles, it both- 
ered me when I heard a mother make 
this statement. Social workers know that 
a child is concerned about being different 
from other children even though he may 
not express his feelings about this. At 
this project we have learned that the re- 
placement of an arm or hand by a “good 
functioning” artificial one is not the sole 
answer to a child’s problem and that his 
ability to use the prosthesis will be large- 
ly conditioned by his parents’ attitudes. 

In 1955 a grant to the university from 
the Federal Children’s Bureau assured the 
continuance and expansion of an inter- 
disciplinary approach to prosthetics plan- 
ning with child amputees and their fam- 
ilies. Physicians, prosthetists, engineers, 
occupational and physical therapists, a 
psychologist, and a social worker came 
together as a team to learn what consti- 


*Reprinted from Children, May-June 1958. 
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tuted a successful prosthetics experience— 
a well-made artificial limb (in this in- 
stance an arm), acceptable and useful to 
the patient. 

The members of the disciplines within 
the project have sought to obtain infor- 
mation that would: (1) identify the 
various factors influencing prosthetics 
planning; (2) indicate methods of over- 
coming or modifying conditions that in- 
terfered with prosthesis acceptance; and 
(3) suggest the kind of program that 
could test results and be useful to other 
organizations in the same or a similar 
field. This plan was in keeping with Dr. 
Bechtol’s suggestion that studies should 
be initiated to learn more about the full 
import of the loss of a limb to a patient 
and to his family.t Preschool-age chil- 
dren with upper extremity amputations 
and children with upper extremity mal- 
formations were given preference for in- 
clusion in the study because little was 
known about their problems and the 
methods of dealing with them. The case- 
load at present includes approximately 130 
children from the State of California. 

Established on an outpatient basis, the 
project requires at least one parent to 
accompany each child and encourages 
other family members to participate in all 
phases of the program. Hospitalization is 
arranged for a patient when a surgical 
procedure is necessary. Families who live 
near the project come from their own 
homes. Those who live too far away to 
go and come in a day are housed in a 
nearby motel, with some of the cost borne 
by the project if the branch of the State 
crippled children’s service in the family’s 
home community corroborates the need 
for such assistance. 

We have attempted to make the pro- 
gram a family-oriented approach to pros- 
thetics planning, on the theory that the 
more closely the family unit can be main- 
tained and used as a support for the child 
the less likely is his difference to domi- 
nate his personality and so become detri- 
mental to his development. 

Because 80 percent of the children who 
came to the project had been born with 
their amputation, we found we were 
working with parents who questioned 
their adequacy to produce a complete 
child, and with children who could not 
find a satisfactory answer to the question, 
“What happened?” We suspected that 
such parents could not accept a substitute 
mechanical arm for their child if they 
continued to hope they would wake up 
from a nightmare to find that he had two 
perfectly normal hands. Because children 
tend to adopt the attitudes of their par- 
ents we could learn from the parents the 
child’s degree of readiness to accept an 
artificial arm and be trained in its use. 

The project provides time in each case 
for parent and child orientation and for 
professional evaluation before a final de- 
cision is reached on whether or not to 
prescribe a prosthesis. Parents and pa- 
tient are introduced to the project facili- 
ties, procedures, and personnel by the 
administrator. For some parents this is 
the first time they have seen or even 


+Bechtol, Charles O.: Artificial limbs for 
child amputees. Children, May-June 1954. 
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too reassuring 


(Oct.) 1957. 


calmative NOSTYN® 


Ectylurea, AMES 
(2-ethyl-c: 


develop in any of the patients....”* 


of Ectylurea (NostyN®), in press. 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “don'ts” 
of office psychotherapy? 


(1) Don’t argue—let patient “talk out” his troubles. (2) Don’t counsel—help 
him solve his own problems. (3) Don’t be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
Overoptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous—patients’ 
words may conceal hidden meanings. 


Source Hyman, M.: Some Aspects of Psychiatry in General Practice, GP 16:83 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited.... The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 


*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 


dosage: Children—150 mg. (% tablet) three or four times daily. Adults— 150-300 
mg. (4 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto arse 


heard about the split-hook type of termi- 
nal device. Its appearance offends those 
who have need for a lifelike hand and 
sends some of them scurrying for reasons 
why their child has no need for a pros- 
thesis. Others who may feel the same 
immediate repugnance to the prosthesis 
are more realistic about their child’s 
needs. 

Following the introduction to the proj- 
ect, the pediatrician examines the patient 
and obtains the family’s medical history. 
While revealing family history bothers 
some parents it seems to give most of 
them a feeling of having something im- 
portant to contribute to the project as 
well as to receive from it. 

The day after the pediatric examination 
the social worker interviews the parents 
and the psychologist tests the child. The 
occupational therapist also interviews the 


parents, explaining the nature of the 
training program at the project and point- 
ing out the importance of follow-up 
through a therapist in their home com- 
munity. The parents are told that regular 
visits to the project will be scheduled 3 
or 4 times a year for checking the fit 
and mechanical operation of the prosthe- 
sis and introducing new activities to help 
the child achieve greater use of the de- 
vice. 

Later, at a staff conference, the ques- 
tion of prescribing a prosthesis is consid- 
ered in the light of the findings of the 
team members. Physical therapy or sur- 
gical procedures may be recommended 
prior to prosthetic fitting. The psycho- 
social factors are considered and thera- 
peutic measures appropriate to the fam- 
ily’s needs recommended. 

Our experience indicates that readi- 
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CAMP SUPPORTS FOR NEPHROPTOTIC 
AND VISCEROPTOTIC CONDITIONS 


VISCEROPTOSIS 


Many physicians prescribe Camp ptosis garments 
as the most important measure in the treatment 
of visceroptosis. A support (with pad if indi- 
cated) applied with the patient in the partial 
Trendelenburg position will retain the viscera in 
their proper place in the abdomen. By holding 
the stomach in improved position, the stasis of 
the upper bowel is relieved and the symptoms in 
the great majority of patients gradually disap- 
pear. Camp visceroptosis garments have been 
scientifically designed with two sets of adjust- 
ment straps; this allows the lower strap to be 
drawn tightly while the upper strap is comfort- 
ably snug. Prescribe a Camp Visceroptosis Sup- 
port for prompt expert fitting through your 
local dealer. 


NEPHROPTOSIS 


In nephroptosis, many surgeons report relief 
from symptoms in a large percentage of patients 
by the use of abdominal supports. The support 
should be applied in the recumbent or partial 
Trendelenburg position. Many use no pads, 
others use an occupancy pad accurately B wow 
in the front of the support to assist in the up- 
lifting of the kidney. Camp nephroptosis sup- 
ports and pads are especially designed to meet 
this specific need of mechanical support. Camp 
fitters are trained to cooperate and follow your 
instructions. Prescribe Camp nephroptosis sup- 
ports through your local dealer foe best results. 


S. H. CAMP and COMPANY 


Jackson, Michigan 


. JourNaL A.O.A. 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 


(giutethimide CIBA) 


SUPPLY: Tablets, 0. 125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. praute, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 


C I B A SUMMIT, N, J. 2/2376"8 
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relieve 

the L 
symptoms 
of constipation 


headache 

malaise 

gas and distention 
bad breath 
anorexia 


Caroid and Bile Salts tablets help correct: 
Faulty digestion — The enzyme, Caroid, improves protein digestion up 


to 15%. 


Insufficient flow of bile — Bile salts increase the flow of bile to main- 
tain normal water balance in the colon for soft, wel!-formed stools — 


and to improve fat digestion. 


Poor muscle tone — Two gentle laxatives working synergistically pro- 
vide mild stimulation of the upper and lower bowel. 


Irregularity — Caroid and Bile Salts with its ©) digestant ©)choleretic 
(©) stimulant laxative action encourages normal daily bowel function. 


1450 BROADWAY, NEW YORK 18, N.Y. 


AMERICAN FERMENT COMPANY, INC. ° 


CAROID? and BILE SALTS TABLETS ox 


make it a routine practice to have only “regular” patients 


treat 
the 
causes 
of constipation 


faulty digestion 
insufficient flow of bile 
poor muscle tone 


irregularity 


ness for a prosthetics program begins 
when parents sense they are making a 
contribution to knowledge through relat- 
ing family history and participating in so- 
cial-work and psychological interviews, 
and when they reveal a capacity to en- 
visage the future through acceptance of 
responsibility for providing continuity of 
training. 


THE SOCIAL WORKER’S ROLE 


Social work in the Child Amputee 
Project is similar to social work in any 
medical setting, the casework relationship 
being the medium for study, diagnosis, 
and social-work treatment. Through in- 
terviews in which facts as well as feel- 
ings and attitudes are elicited, the social 
worker gains understanding of the mean- 
ing of illness or disability to the patient 
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and his family and of the patient-family 
relationships. On the basis of a social 
diagnosis a plan is made for meeting the 
social and emotional needs of the patient, 
his family, and others important to them, 
in relation to the child’s disability, so that 
the patient might achieve maximum use 
of the prosthesis prescribed. 

Specifically the social worker in the 
Child Amputee Prosthetics Project : 


1. Evaluates the family’s readiness to 
accept the prosthetics program; helps 
with problems which may interfere with 
the successful use of a prosthesis; and 
assists the parents in obtaining help in 
meeting other needs of the child or of 
thernselves. 


2. Functions as a member of the pros- 
thetics team, contributing such informa- 


tion as is appropriate to a better under- 
standing of the patient and his family 
and helping the family members to un- 
derstand their relationship to the project 
and to the various members of the team. 


3. Acts on behalf of the family as liai- 
son with other social agencies, public and 
private, in helping the family gain the 
greatest benefit from the prosthetics pro- 
gram through the use of other appro- 
priate resources. 


The social worker’s research goal has 
been identification of important psychoso- 
cial factors indicating a family’s readi- 
ness for a prosthetics program. 

Since social-work literature has little 
to offer in developing a study of parents 
of amputees, it was necessary to begin on 
an exploratory basis. Before setting up a 
specific research project, recordings of 
social-work interviews with a selected 
number of parents of 20 child amputees 
were reviewed. These interviews had 
been carried on in an unstructured man- 
ner to allow parents to express concerns 
about themselves, the project, the child, 
and the prosthetics device. On the basis 
of the findings of this review a pilot 
study was developed. This was limited to 
new requests for admission to the hospi- 
tal and involved the parents of 25 con- 
genital amputees. 

It was our impression that a family’s 
general life pattern, experiences at the 
time of the birth of the patient, quality 
of relationships both in and outside the 
family group, the nature of communica- 
tion among the family members, and the 
parents’ capacity to involve themselves in 
a social-work interview had a direct bear- 
ing on the patient’s readiness to proceed 
with a treatment program. In order to 
test this hypothesis we sought to identify 
in our analysis the parents’ attitudes to- 
ward their child and his amputation, their 
reasons for coming for treatment, and 
their ability to accept help for the child 
and themselves. 


STUDY RESULTS 


Following are some of the preliminary 
findings based on interviews with the 
parents of the 25 children with congenital 
amputation. 

Parents apply to the prosthetics project 
for a variety of reasons and with varying 
degrees of understanding of prosthetics 
and of themselves. They can be classified 
into three groups: 


1. Parents who have sufficiently coped 
with the traumatic experience of having 
given birth to a child with an anomaly to 
be able to discuss the disability realistical- 
ly; who realize and accept the child’s 
need for both independence and depend- 
ence; and who have so freed themselves 
from self-blame that they can communi- 
cate understanding to the child and be 
helpful to him with his own problems of 
being different from other children. 

2. Parents who are bewildered by the 
problems that are created by a child who 
is different; who continue to be troubled 
by a feeling of having caused the anom- 
aly; who express concern about the reac- 
tions of strangers, friends, and relatives 
to the amputation and to a prosthesis; 
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Nutritional supplementation may not be nec- 
essary for those who come to you for school 
certificates or ingrown toenails. But the great 
majority — about 75% — of all patients need 
your help in meeting the increased metabolic 
demands of illness. Give them viterra, the 
comprehensive supplement of vitamins and 
minerals. See how much better they will do. 
*average of patients and indications seen in general 


practice. Source: independent research organization; 
name on request.. 


New York 17, New York 
Division, Chas. Pfizer & Co., inc. 
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MAY DO BETTER 


YOU ADD 


VITERRA 


Each VITERRA capsule contains: 


Vitamins 


Vitamin A (Palmitate) ..............5,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) ......500 U.S.P. Units 
Vitamin B,2 U.S.P. 


Riboflavin U.S.P. ..........- 
Ascorbic Acid U.S. P. 50 
Calcium Pantothenate 5m 
Vitamin E (from mixed tocopherols concentrate) LU. 
Minerals 

Calcium (from Dicalcium Phosphate) ....... - 213 mg. 
Cobalt (from Cobaltous Sulfate) ....... 


Copper (from Cupric Sulfate) ...........+0+- 1 mg. 
lodine (from Potassium lodide) ............. 0.15 mg. 


Iron (from Ferrous Sulfate) ........... 10mg. 
Manganese (from Manganous Sulfate) ........ 1 mg. 
Magnesium (from Magnesium Sulfate) ..... -- 6&mg. 
Molybdenum (from Sodium Molybdate) ...... 0.2 mg. 


Phosphorus (from Dicalcium Phosphate) ..... 165 mg. 
Potassium (from Potassium Sulfate) ......... 5 mg. 
Zinc (from Zinc Sulfate) ......... 
Dosage: usually one capsule daily. 


Also available as vVITERRA TASTITABS® (ideal for chil- 
dren) and VITERRA THERAPEUTIC (for high potencies). 
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—( Roussel )—— Rousset CorPORATION « 155 East 44th St., New York 17, N.Y. 


Simplified Oral Treatment 
of Menstrual Irregularities 


anhydrohydroxyprogesterone 10.00 mg. per 
primed by ethinylestradiol! 0.01 mg. 


Dysfunctional uterine bleeding 
Secondary amenorrhea 


Given by mouth for five days, DUOSTERONE® 
tablets simulate the hormonal requirement of 
the secretory phase of the menstrual cycle. 
Normal menstrual function thus may be safely 
and conveniently restored with twin-hormone 
action of DUOSTERONE: oral progesterone 
primed with ethinyl estradiol. Normal menses 
may be set off by DUOSTERONE, much as 
touching the pendulum starts a wound clock. 
According to the concept of Holmstrom’, 
DUOSTERONE therapy may initiate an endocrine 
chain-reaction resulting in spontaneous 
ovulatory cycles. 


Other indications: Habitual or threatened 
abortion and functional sterility have also 
responded to DUOSTERONE therapy. 


Supplied: DUOSTERONE tablets in bottles of 25 
and 100, on prescription only. 


1. Amer. J. Obst. & Gynec., 68:1321, 1954. 


Write for: 


Medication Time Calendar 
and clinical supplies 
of DUOSTERONE 
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‘Emphasizing the PREOPERATIVE use 


SALICYLATE AND | 
(Brand of carbazochrome salicylate) BLEEDING : 


FOR THE CHILD PATIENT BEFORE AND AFTER ADENOIDECTOMY AND TONSILLECTOMY: 


“1. Preoperative medication: For seven days a day.””! 

before operation Adrenosem, in doses of 1 mg., 

was administered three times a day and a mix- “On the day of operation, Adrenosem 5 mg. 
ture of benzathine penicillin and triple sul- hypodermically is administered to minimize 


fonamides, in doses of 1 teaspoonful three times capillary bleeding.’’? 


FOR ALL PATIENTS BEFORE LARYNGOLOGIC, BRONCHOSCOPIC AND ESOPHAGOLOGIC PROCEDURES: 


‘*The routine preoperative use of Adrenosem in bleeding at the time of operation and the ooz- 
tonsil and adenoid surgery diminishes both the ing in the immediate postoperative period.’ / 


IN UROLOGICAL PROCEDURES: 


““My own method is, after ensuring maximum of (1) Oxycel, (2) adrenalin with procaine 
haemostasis, to employ every known means of locally into prostatic capsule, (3) Adrenosem 
ensuring that clotting shall occur, viz. the use systemically .. .’’4 


IN PLASTIC SURGERY: 


“, . this drug [Adrenosem Salicylate] is a to reduce blood loss and provide a clearer 
valuable aid to plastic surgery in its ability operative field.’’5 


IN ORAL SURGERY: 


“The difference in the control bleeding time “No postoperative bleeding was noticed in 
and the bleeding time after the administration those patients who had received Adrenosem 
of 10 mg., intramuscularly or orally, of Adren- Salicylate preoperatively.’’? 

osem Salicylate was statistically significant.’’® 


IN PATIENTS WITH BLEEDING DISTURBANCES: 


\ “Treatment consisted of the administration of quantities from 20 to 80 mg. over a period of © 
Adrenosem® Salicylate intramuscularly in four to eight days before operation.’’$ 
NON-TOXIC, NO CUMULATIVE EFFECT: 
“‘Adrenosem Salicylate is non-toxic and has a traindications. It has no cumulative effect. 
high index of therapeutic safety. At the rec- Patients treated for more than two years show 
ommended dosage levels there are no con- no toxic effects attributable to the drug.’® 


*U.S, Pat. 2581850,2506294 


S. E. MASSENGILL COMPANY/ 


BRISTOL, TENNESSEE 
NEW YORK . KANSAS CITY ° SAN FRANCISCO 
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CASE =2 TREATED WITH ADRENOSEM 


N 


effective 
in virtually every 


operative procedure 


TO CONTROL OOZING AND BLEEDING 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


The photographs to the left show the same 
rhinoplastic procedure on two patients— 
one untreated, one treated with 
Adrenosem. 

Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; 
Tablets, 1 and 2.5 mg.; Syrup, each 5 cc., 2.5 mg. 
Potency of all dosage forms stated in terms of 
the active ingredient, adrenochrome monosemi- 
carbazone. 


Write for literature describing the action and uses 
of Adrenosem Salicylate. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE » NEW YORK e KANSAS CITY » SAN FRANCISCO 
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1. Orzac, E.: Medical Care of the Child Patient Before and After Ade- 
noidectomy and Tonsillectomy, N.Y. State J. Med. 56:886 (Mar., 1956). 
2. Ersner, M.S. and Lerner, S.S.: M. Clin. North America 40:1749 
(Nov., 1956). 

3. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the 
Nose and Throat, A.M.A. Arch. of Otolaryng. 61:450 (Apr., 1955). 
4. Dennehy, P.J.: The Care of the Prostatic Cavity, South African 
Med. 30:21 (Apr., 1956) 

5. Brown, W.S.: The Use of Adrenosem Salicylate to Control Post- 
operative Bleeding in Plastic Surgery: Dermabrasion, Northwest Med. 
57:470 (Apr., 1958) 


6. Perkins, R.E.L.: A Clinical Investigation of Adrenochrome Mono- 
semicarbazone Sodium Salicylate, Oral Surg., Oral Med., Oral Path. 
10:230 (Mar., 1957). 

7. Brode, A.B. and Chianese, T.C.: A Clinical Evaluation of Adrenosem 
Salicylate. Ann. of Dentistry 15:56 (Sept. 1956). 

8. Zubieta C.B. and E ino, R.B.: Ad for the Prevention 
of Bleeding in Tonsillectomy, Am. Pract. 3:385 (Mar., 1957). 

9. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral 
Surg., Oral Med., Oral Path. 6:617 (June, 1955). 


; 
| 
| 
: 
i 
| 
-AT 
| 
4 7 
{ 
4 ih 
— 
i H 


THERAPY 


Full doses of iodide medicatior/ean be continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg.! 


The indications for Iodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 
thyroid crisis, and preparation for thyroidectomy. 


In ophthalmology”, Iodo-Niacin has given good results in 
treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, I tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink. Also available in 
ampules. 


1Am. J. Digest. Dis. 22:5, 1955. 
2Am. J. Ophth. 42:771, 1956. 
*U.S. Patent Pending 


Cole Chemical Company AOs—7 jj 
3721-27 Laclede Ave., St. Louis 8, Mo. H 
Gentlemen: Please send me professional literature u 
and samples of IODO-NIACIN. ; 
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(sulfamethoxypyridazine, Parke-Davis) 


‘ 
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only one 
tablet daily 
provides continuous 
antibacterial 
effectiveness 

for 24 hours 


nary tract infections, upper respiratory infections, 


“... Will establish new and easier treatment 


schedules for a sulfonamide drug.’”' 


“In the treatment of most susceptible infections 
in adults an initial dose of 1.0 Gm. followed by 
0.5 Gm. (1 tablet) every 24 hours appears to 
provide adequate concentrations in the blood 


of most patients.” 


Because its pharmacologic properties are so distine- 
tive, MIDICEL provides these significant clinical 
advantages: 

broad-range effectiveness—highly effective for uri- 


bacillary dysenteries, surgical and soft tissue infec- 
tions, due to sulfonamide-sensitive organisms such 
as Escherichia coli, Aerobacter aerogenes, paracolon 
bacilli, streptococci, staphylococci, gram-negative 
rods, pneumococci, and diphtheroids - J tablet-a-day 
schedule—optimum convenience and acceptance 
for patients - rapid effect—therapeutic blood levels 
promptly attained - prolonged action—effective 
blood and urine concentrations sustained day and 
night with 1 tablet daily - well tolerated—high 
solubility and low dosage minimize possibility of 
crystalluria. 

Adult Dosage: Initial (first day)—2 tablets (1 Gm.) 
for mild or moderate infections, or 4 tablets (2 Gm.) 
for severe infections. Maintenance—l tablet 
(0.5 Gm.) daily. 

Children’s Dosage: According to weight. See literature for 
details of dosage and administration. 

Packaging: Quarter-scored tablets of 0.5 Gm., bottles of 24, 


100, and 1000. 

(1) Weihl, C.; Antibiotic Med. & Clin. Therapy 5:173, 1958. (2) Fin- 
land, M.; Jones, W. EF; Ziai, M., & Cherrick, G. R.: Am. J. M. Se. 
234:505, 1957. 
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but who have the strength to look at 
their reactions and concerns and to make 
use of help. 


3. Parents who have attempted to ab- 
sorb the child in their own needs and 
conflicts; or who have isolated the child 
through avoidance of communication or 
insistence upon complete self-sufficiency ; 
or who have withdrawn from close asso- 
ciation with the family by illnesses or 
flights into activity; and who in defense 
deny the need for help. 


The birth of a child with a congenital 
amputation does not necessarily cause the 
family to adopt a new pattern of be- 
havior, but more often provides the criti- 
cal incident that reveals the ways the 
members of the family handle stress in- 
dividually and as a group. The stress is 


sudden and brought about by an event 
which is irrevocable and loaded with no- 
tions of misdeeds and punishment. “What 
did I do wrong?” is an almost universal 
question of mothers of congenitally de- 
formed children. 

Sound planning for a prosthesis must 
include recognition of the responses of 
the child’s parents to his amputation for 
they tend to repeat similar responses in 
varying degrees when they see their child 
wearing a prosthesis. 

The children of the parents described 
in the following three groups all have a 
short below-elbow type of amputation. 


PARENTS IN GROUP 1 


Parents in this group have been able 
to handle their feelings and are not in- 
clined to dwell in their discussion on their 


‘DORBANTYL 


+ divetyl sodium sulfosuccinate) 


> FOR GENTLE 
STIMULATION ALONE 


DORBAN 


possible responsibility for the malforma- 
tion, on possible concealment of the am- 
putated side, or on a resolve to act 
differently toward this child because they 
“did not give him a hand.” These par- 
ents ask for help with specific problems 
they recognize in the child and in them- 
selves. They may, for instance, express 
worry about the effects on the patient’s 
brother or sister of focusing so much at- 
tention on the patient. They are not so 
absorbed in their own needs that they 


cannot see the needs of others. 

A mother in this group spoke of her imme- 
diate feeling of self-pity after her child Ricky 
was born. As she lay in her bed in the ma- 
ternity ward she observed patients and visitors 
looking in at her as they passed down the cor- 
ridor and was certain they were saying, “That 
is the mother of the baby withcut a hand.” 
Later when she was permitted to walk around 
she discovered she was looking into each room 
as she went by. She thereupon realized what 
harm she could do to herself and her family by 
expecting people to point fingers at her. She 
spoke of the closeness she felt toward her hus- 
band before Ricky’s birth, but added that 
from the moment he told her about the ab- 
sence of a hand in the child their shared sor- 
row brought them still closer together and 
became a source of strength. 

Ricky is not a compliant child, but a boy 
with energy and curiosity. His mother has 
learned when and how to loosen or tighten the 
reins and to distinguish those of his troubles 
which arise from being different and those 
which are typical of any little boy of 4. She 
told the social worker about incidents that had 
happened and how they were met. She also 
discussed the problems that Ricky might meet 
as his world expands. She knows her child is 
different because he has only one hand, but 
she has learned there are ways of keeping 
him from being overwhelmed by this difference. 


PARENTS IN GROUP 2 


A majority of parents in the study 
were classified in the second group. These 
parents most often talked about problems 
which revealed inability to be consistent 
in discipline, overconcern about appear- 
ance, discomfort with the curiosity of 
outsiders, and difficulty in undérstanding 
their own feelings. Fitting and training 
were delayed for the children of some of 
these parents until the parents received 
help with their feelings and attitudes, so 
that they in turn could be more helpful 
to their children. So it was with Tom- 
my, mentioned in the beginning of this 


article. 

As Tommy’s mother expanded on why she 
believed his lack of a hand did not seem to 
bother him, it became apparent that he was 
not the only uncommunicative member of the 
family. His mother and father had talked very 
little with each other about their feelings of 
being parents of a child born with an amputa- 
tion. The mother expressed concern about the 
father, sensing his distress about Tommy’s 
anomaly, but had not talked to him about it. 
On two occasions when she had seen Tommy 
crying after people had made remarks about 
his stump, she did not speak to him about 
these incidents and he never mentioned them 
to her. 

The mother brought Tommy to the project 
when he was 10 because she thought he should 
learn to use a prosthesis at this age in prep- 
aration for the day when he would need to be 
employed. Tommy would not talk about his 
amputation or the need for a prosthesis. 

Following a recommendation that prescrip- 
tion for a prosthesis be delayed, casework 
with the mother was instituted. The focus 
was on helping her to communicate feelings 
to the social worker and to find ways of estab- 
lishing communication with her son. At the 
same time Tommy had an opportunity to ob- 
serve other patients being trained in the use 
of a prosthesis. After a few months Tommy 
requested an artificial arm and talked with his 
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mother about some of the reasons for his de- 
sire. During the period when he was being 
trained in the use of his prosthesis, his mother 
and the social worker discussed ways of pre- 
paring his school for his appearance with it. 
Through this experience the mother found ad- 
ditional ways of communicating to her son her 
understanding of some of his difficulties. 

Prostheses were recommended for the 
children of some parents in Group 2 with 
the understanding that the parents would 
receive casework help while their child 
received training. This was true of 4- 
year-old Sally. 

Interviews prior to prescription with each 
of Sally’s parents had revealed they had diffi- 
culty in setting limits for her and were preoc- 
cupied with her appearance. Although the 
mother could not talk about the child’s birth, 
the father had graphically described his reac- 
tions: “I had to keep telling myself, ‘she is 
my child and I have to make it somehow or 
another’.”” He also described how the mother 
cried when she came home with the baby and 
had looked in a closet at the dresses of Sally’s 
older sister, remarking that Sally could never 
wear puffed sleeves, because everyone would 
see she had no hand. 

During the training period, interviews with 
the father and mother revealed that their reac- 
tions to the prosthesis presented difficulties not 
too different from those experienced with the 
amputation itself. Frequently the mother asked 
if Sally should wear her prosthesis to this or 
that place, reflecting her concern about appear- 
ance. Although the parents said that their 
two daughters were handled in similar ways, 
they indicated that they felt guilty when Sally 
had to be punished, a fact which the child 
exploited. 

The occupational therapist and social worker 
worked out a plan together to allow the moth- 
er to be present during the latter part of each 
training period only. The therapist was firm 
in her training approach with Sally. This 
plan worked effectively with Sally and al- 
though exclusion from the training room 
aroused the mother’s anxiety, it helped her 
focus more quickly on her problem. 

The mother continues to be concerned about 
appearance but has become less anxious about 
permitting Sally to make good use of the 
training program and about disciplining her. 
This latter gain has also helped the older sis- 
ter’s behavior. 


The parents in the second group seem 
to believe they should not give vent to 
their feelings because they have been told 
so many times they should be grateful 
that the disability is no greater than it 
is. A mother of a 15-year-old boy ex- 
pressed her reaction to the social worker. 
“For the first time since he was born, I 
feel I can let go and talk about me.” 

The families in this group have one 
important characteristic—at least one 
parent has the capacity to look at his 
reactions and make use of help. 


PARENTS IN GROUP 3 


The parents of the third group pose 
problems in relation to themselves, the 
patient, and the project. Most of them 
have come to the project because they 
had been told they should do this to bene- 
fit their child. The need to assuage their 
guilt is so great they accept the referral. 

The personality difficulties of many of 
these parents are so deep seated as to in- 
terfere with the effectiveness of working 
with the child. Some have so absorbed 
the child he cannot function independent- 
ly of the parent. Some ward off profes- 
sional help through a consistent deprecia- 
tion of the services. Some interrupt or 
completely cancel their association with 
the project on the basis of their own ill 
health or other excuses. 
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These parents have so internalized their 
problem they cannot tolerate a program 
that is designed to deal realistically with 
the amputation. Those who have re- 
mained in the project have taxed the 
energies and skills of all the personnel. 


Danny’s mother explained in the initial re- 
view with the social worker that she experi- 
enced no shock when the doctor told her Dan- 
ny had no hand. She told of seeing this con- 
dition in a vision before he was born and said 
that she knew then that she would ‘“‘be his 
other arm.” She carried out her resolve to 
such an extent that at the age of 7 Danny 
did not share in any of the household tasks 
expected of his four older brothers and sis- 
ters and had been allowed to sleep with her 
almost every night since infancy. She de- 
scribed her anger when anyone brought up 
the subject cf Danny’s arm. 

At 7 Danny acted like a 3-year-old. Psy- 
chological testing revealed that he was emo- 
tionally but not mentally retarded. 


The team’s decision to prescribe a prosthesis 
for Danny was made with full knowledge 
that its proper use might be impeded by the 
severe emotional problems in parents and 
child, and that these would have to be ana- 
lyzed in an effort to find ways of dealing with 
them. 

Attempts to involve the mother in casework 
interviews each time Danny came to the proj- 
ect for training bore little fruit until she ex- 
pressed some concern about her son’s contin- 
ued desire to sleep with her. The social worker 
used this bit of anxiety to stimulate in her a 
desire to understand more about her child. 
When Danny showed signs of failing in school, 
the mother’s anxieties became so acute that she 
was willing to accept a psychiatric referral. 
This was a full year after the prescription of 
the prosthesis. Until then Danny had made 
little use of the prosthesis although he and his 
mother had kept all their appointments at the 
project. Some progress is now evident, but 
the problem within the mother is of such long 
duration and Danny’s emotional development 
so retarded that good prosthetic use cannot be 


“Functional vomiting 


should be carefully distinguished 
from organic vomiting. Grave 
consequences may follow if evidences 
of organic derangement... are 
masked by treatment designed to contre 
vomiting alone.””? 


Safoly Fast | in emesis therapy 


EMETROL 


— Carbohydrate Solution) 


c, KY EMETROL will not suppress symptoms 
arising from organic etiology. It controls 
vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls ; 
infants and children, 1 or 2 teaspoonfuls, 
as often as every 15 minutes. Always 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual dosage 

- regimens in various indications, please 
send for literature: 


1. Bradley, J. E.: Mod. Med, 20:71, No. 20, 1952. 


(Zenne3) KINNEY & COMPANY, ING. Columbus, Indiana 


* 


7 
| 
a 
Z 
. 
33 
ome 
i 
NERA 
| 
| 
| 
| 
| 
| 
| 
| 
| 
£ 
| 


achieved until the emotional disturbances have 
been ameliorated. 

In dealing with parents in Group 3, 
the prosthetics project is faced with a 
major therapeutic problem. Recognition 
by a professional person that a patient 
needs psychiatric care does not mean the 
patient can accept this. Thus a few par- 
ents have refused to continue with the 
program and have terminated their con- 
tact during the orientation-evaluation pe- 
riod. 

When this happens the project explains 
the fact to the State crippled children’s 
service worker in the family’s home com- 
munity who may initiate there whatever 
services may be available, and whatever 
devices may be possible in helping the 
family move toward an acceptance of 
professional help. Our project is too new 
for us to be able to tell how many and 
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how soon such parents may return to us 
for help. Some may reject any further 
contact with the agency that referred 
them to such a disturbing experience. 

The children of some of these parents 
have had other physical conditions requir- 
ing treatment. One parent is receiving 
casework services in a cleft-palate pro- 
gram. In some cases the child’s behavior 
at school has prompted the school to ini- 
tiate help. 


DISCUSSION 


Conceivably the parents in Group 2 
would become more like those in Group 
1 after, or if, they have been able to 
achieve greater understanding of the 
cause of their reactions to their child’s 
anomaly. Some parents of Group 3 may 
be able to effect some change within 


themselves, but the process of doing this 
will undoubtedly require a long time and 
in most cases the changes will be small. 

The social worker’s determination of 
the families’ readiness to enter the pros- 
thetics project helps the occupational 
therapist to plan programs differentially 
to meet the needs of individual children. 
Parents who have been freed from in- 
volvement with their own problems can 
be expected to grasp the intent of a 
training program and follow’ through 
with it at home. Parents who are still 
struggling with the question of whether 
the child should wear the prosthesis out- 
side the home or at all are not able to 
turn their attention to the function of a 
prosthesis. 

Evaluation of the potential of the pa- 
tient and parents for prosthesis accept- 
ance become critical when viewed in the 
light of the limited community resources 
for this type of care and the costs of 
such care. It is unwise to expend $200 
to $500 for a prosthesis when the family 
is not ready to accept the need for it. 
An initial failure with a prosthesis may 
make it even more difficult, if not impos- 
sible, for parents and child to achieve 
motivation toward prosthesis acceptance 
at a later date. 

The Child Amputee Prosthetics Project 
is evaluating the methods that determine 
readiness and the factors within the pa- 
tient and family that may contraindicate 
an immediate prosthetics program for the 
patient. This is but one of the many 
facets of the program and of the social 
worker’s part in it. Few projects as ex- 
tensive and intensive as this one are avail- 
able throughout the country. However, 
if our mutual findings on readiness are 
valid, projects of a more limited nature, 
supplemented by existing services within 
communities, may be able to use them in 
providing sound prosthetics programs. 

Further research is necessary to find 
ways of helping many child amputees and 
their parents to a successful acceptance 
of prosthesis. 


The cost 
of blindness* 


William D. Simmons, MPH, 
Supervisor, Prevention of Blindness 
Project, California State 
Department of Public Health 


Between 1942 and 1955, 685 newborn 
California babies were added to the rolls 
of the blind. There are two particularly 
shocking things about this: (1) all 685 of 
these were in addition to the normal ex- 
pectation of infant blindness for that 
period, and (2) the blindness of all these 
babies turned out to be preventable. 

*Reprinted from California’s Health, March 
15, 1958. Based on remarks made to the Health 


and Hospital Committee of the County Super- 
visors Association December 19, 1957. 
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In CONSTIPATION... 


Relief ? Certainly. 
But, what about the atonic_ bowel? 


for both! 


Consider the task . . . Usually it is more than 
just moving fecal matter. Often, the atonic 
bowel cries for rehabilitation! MODANE answers 
both needs. 


FOR ONE HALF OF THE PROBLEM 


MODANE provides Danthron—non-irritating, non- 
habit-forming, overnight de-constipant which acts 
gently, positively, on the large bowel only. 


FOR THE OTHER HALF 
MODANE supplies Pantothenic Acid vital to the 
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body’s formation of coenzyme A which is, in turn, 
essential for acetylation of choline—so necessary I 
for normal bowel tone and peristaltic efficiency. : 
q 

3 IDEAL DOSAGE FORMS ! 


Each Modane Tablet contains 75 mg. Danthron (1.8 Dihydroxyanthraquinone) and 
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Their blindness, due to retrolental fibro- 
plasia, resulted from too much oxygen. 
With the great technological advances of 
wartime, it was possible to feed oxygen 
into the incubators of premature infants 
more efficiently. What was not known 
was that it had become too efficient for 
the developing vision of the premature 
baby; an intensive, long, and costly in- 
vestigation was undertaken before this 
tragic mystery was solved. When avail- 
able, quick and widespread dissemination 
of the information with aggressive edu- 
cational follow-up accomplished a reduc- 
tion in number of cases of RLF from 
400 in the three peak years 1951, 1952, 
1953 to only 88 in the three following 
years 1954, 1955, 1956. No cases have 
been reported for 1957. 

The preventive measures consisted in 
this case of research to find the cause 
and distribution of the new knowledge. 
The California State Department of Pub- 
lic Health sent out to all California phy- 
sicians bulletins recommending procedures 
for the use of oxygen to premature in- 
fants. Bulletins were also sent to hospi- 
tals, nurses, ambulance companies, fire 
departments — literally to anyone who 
might be dealing with newborn infants. 
Follow-up visits to hospitals by public 
health nurses to discuss the recommenda- 
tions and demonstrate the techniques for 
measuring and controlling the amounts 
of oxygen used were a feature of the 
careful education program. Finally a 
safeguard on the use of oxygen for pre- 
mature infants was added by regulation 
to the California Administrative Code. 

In our concern for the human waste 
of preventable disability*it is sometimes 
easy to forget the economic consequences. 
In the example cited above, the cost of 
the blindness of these 685 children 
reaches a staggering sum when it is real- 
ized that it costs an estimated $2,000 more 
per student per school year to educate 
a blind child compared with a sighted 
child. Since the peak years of RLF were 
1951, 1952, 1953, it can be seen that these 
children are just beginning school at- 
tendance. They will pass like a wave 
through our school system where their 
elementary and secondary education costs 
alone commit us to an expenditure of 17 
millions in excess of what those costs 
would have been for students without 
their handicap. And ultimately we must 
reckon the costs of special services and 
the vocational training, rehabilitation, and 
welfare aid which a certain percentage of 
these citizens will require. 

If we had not learned to prevent this 
type of blindness and had gone on for 
10 more years producing blindness at the 
rates which obtained at the peak, an ad- 
ditional 1,350 blind children at a mini- 
mum would now require our attention. 
Or a cost in education services alone of 
33 millions. It pays to prevent. 

Two other conspicuous examples of 
the value of public health measures 
against blindness might be cited. In 1915 
legislation was first passed in California 
requiring the installation of prophylaxis 
in the eyes of all newborn babies to 
prevent blindness due to infections at 
the time of birth. In the decade prior 
to the common use of this procedure 
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gonorrhea was an important cause of 
blindness. Many elderly adult individuals 
blinded by this cause as infants are still 
drawing monthly welfare aid. But after 
we learned how to prevent such birth 
infections and fought for acceptance of 
such procedures this cause of blindness 
has practically disappeared. As a matter 
of fact a recent survey of the causes of 
blindness among children revealed that 
the last recorded child blind of this cause 
was born in 1945, 

The same picture of prevention at 
work is seen in the case of blindness 
due to syphilis. Once important, syphilis 
has all but disappeared as a cause of 
congenital blindness dating from our 1939 
regulations requiring all expectant moth- 
ers to have a blood test for syphilis. 

Progress in preventing blindness due 
to infectious diseases is heartening as is 
the dramatic reduction of blindness due 
to RLF. But today a greater amount of 
disability is caused by chronic conditions, 
more complex in their operation, more 


costly in their consequences. We do not 
know what proportion of all visual in- 
capacity is preventable, but we do know 
that in our society with its ever-increas- 
ing need for full economic participation 
by its members we must continue to seek 
the reduction of the costly burden of 
preventable blindness. 

It is estimated that half of all blind 
adults are receiving welfare aid; there 
are currently about 13,200 blind adults 
receiving such aid at an annual cost in 
direct welfare payments of almost 14%4 
millions. This is exclusive of adminis- 
trative costs, loss of productivity, taxes, 
and other costs. If, as reasonable as- 
sumptions, these blind individuals live as 
long as the average of the U. S. popu- 
lation, and all receive blind aid for the 
rest of their lives, the cost to the gov- 
ernment in direct aid payments alone to 
this group will be over $170,000,000. And 
this is just the group now on aid and ig- 
nores the addition of recipients to the list 
and the fact that the list is growing as 
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for Renal Pain Relief 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL 
MUSCLE SPASM 


PROVIDES POTENT 
BACTERIOSTASIS 


ACTIVE AGAINST 
ALL SYMPTOMS 


SAFE 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 


SUPPLIED: Bottles of 
100, 1000, 2,000 


381 Eleventh St., San Francisco, Calif. 


urised 


In minutes—uRISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


In minutes—URISED’s methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 

encourage healing. 


URISED’s double-quick antispasmodic and pain-relieving 

action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 

URISED may be confidently prescribed for treatment of Cystitis + 
Pyelitis - Prostatitis - Urethritis - Other Urinary 

Infections + There is virtually no danger of untoward reactions. 


Chimedic 


Pacific Coast Branch 


people live longer these days and do not 
leave the lists at rates equal to replace- 
ment. 

What about the preventability of blind- 
ness? It is with the conviction that there 
are other blinding conditions of both chil- 
dren and adults to which preventive meas- 
ures can be applied that the State Health 
Department continues to investigate the 
major causes of blindness in California. 
Among adults, for example, the most 
important cause of permanent blindness 
is glaucoma. It causes 14 percent of all 
adult blindness. It is reasonable to sup- 
pose that it accounts for that share of 
the 14% million dollars in annual aid 
payments. The cause of glaucoma is un- 
known but it can be treated. So much of 
the blindness due to glaucoma is pre- 
ventable. The key is discovery of the 
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disease in its early stages with prompt 
and continuous medical care. Finding 
ways to do this is a major part of our 
special project on prevention of blind- 
ness. 

Among young children the early dis- 
covery of amblyopsia anopsia, a type of 
one-eyed vision, and its treatment can 
return to full capacity numbers of young 
adults. If this condition is not discovered 
by about six years of age, the child 
will probably always have poor vision. 
During World War II in both Selective 
Service and industry, rejections for vision 
defects ranked high among the cause for 
rejection, accounting in Selective Service 
for 10 percent of the rejections. 

Public health departments, both state 
and local, know how to prevent much 
blindness and have put into effect meas- 


ures which have saved the sight of thou- 
sands, and tens of millions of dollars. 
Some of these measures which have now 
become traditional have been cited above. 
However, we are still paying for neglect 
of other blinding conditions. We believe 
there are among these other causes which 
would yield results in prevention equal 
to those discussed earlier. We believe 
the time has come for strongly sup- 
ported, aggressive, organized public 
health efforts in blindness prevention. 


International gains 
in longevity* 


The 10th anniversary of the World 
Health Organization, which is being 
celebrated in May of this year, serves to 
focus attention on the worldwide prog- 
ress that has been made recently in 
lengthening the average lifetime. 

The expectation of life at birth has 
increased appreciably throughout the 
world, the gains generally being largest 
in the countries which formerly had the 
least favorable record. In Puerto Rico, 
for example, the average length of life 
has increased more than 22 years in a 
15-year period—from 46.0 years in 1939- 
41 to 68.3 years in 1955. Even more dra- 
matic has been, the experience in Ceylon, 
where the expectation of life at birth 
rose from 42.8 years in 1946 to 59.9 
years in 1954, an increase of 17 years in 
only an 8-year period. Mexico, Brazil, 
and Thailand have also scored marked 
gains, which have amounted to about one 
year annually. India, however, is a nota- 
ble exception to the general pattern, hav- 
ing increased its expectation of life at 
birth only about a quarter of a year an- 
nually. This is littke more than the im- 
provement in Australia and New Zealand, 
which have long ranked among the lead- 
ing countries with respect to longevity. 

Although international differences in 
longevity have diminished in recent years, 
a wide gap continues to exist between the 
industrialized and the less-developed coun- 
tries. According to the latest data avail- 
able, the expectation of life at birth 
varies from a low of 32.1 years in India 
(1941-50) to a high of 72.5 years in the 
Netherlands (1953-55). Other outstand- 
ing records are 72.0 years for Sweden 
in 1951-55 and 71.0 years for Norway in 
1946-50. Close behind follow Israel, Eng- 
land, New Zealand, the United States 
(whites), and Canada, in each of which 
the figure now exceeds the Biblical three 
score and ten. 

At the other extreme are a number 
of countries in which the average length 
of life is still deplorably low by our 
standards. In such widely separated areas 
as Greenland and the Belgian Congo the 
average is not much higher than it is in 
India. Some Central and South Ameri- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, April 1958. 
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NEW TRANQUILIZER| 


Provides effective tranquilization with phys. 
iological safety. 


Often reduces hypertension by means of 
extended relaxation. 


Allows natural sleep by releasing tensions, 


Softab form is convenient...can be taken 
anywhere, anytime, no water needed. 


Softran is a “true” tranquilizer 


Pharmacologic screening involving four distinct types of techniques has demon- 
strated that buclizine [SOFTRAN] is a “‘true’’ tranquilizer. The experimental animal 
did not exhibit motor stimulation or depression often seen with a number of agents 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Read, 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford, 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nervous 
System, submitted for publication. 
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Softran is effective for mild to moderate anxiety-tension states 
Studies with buclizine [SoFTRAN] indicated it to be a potent and versatile therapeu- 
tic agent with clear-cut tranquilizing properties. It was found to be an effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation... 
With the tensions and stresses of everyday life mounting to a new high every day, 
the need for such preparations is apparent. The absence of habituation and tolerance 
... makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activity make buclizine [SoFTRAN] a valuable 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a 
new Tranquilizing Agent, submitted for publication. 


Softran produced no undue drowsiness or other side effects 
In studies using buclizine [Sor TRAN] for patients with anxiety associated with infer- 
tility SopTRAN was found to be an effective tranquilizer. In doses of 50 mg. twice 
daily adequate effectiveness was obtained without undue drowsiness or other notice- 
able side effects. Schultz, John M.,M.D., Miami, Florida: Excerpt from clinical study. 
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Softran is a superior tranquilizer in disturbed menopausal patients 


We have been using buclizine hydrochloride [SorTRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement . . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: 
Excerpt from clinical study. 


Softran often reduces hypertension 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


Softran relieved anxiety symptoms associated with infertility 


Buclizine [SorTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SOFTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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can countries also make a poor showing. 
Data on longevity are lacking for large 
areas of Asia and Africa, but it is prob- 
able that the expectation of life at birth 
there is generally low. 

For the Soviet Union the average 
length of life is reported as 64 years for 
1954-55, or the same as that in the United 
States a decade and a half earlier. Czech- 
oslovakia shows a similar experience. 
East Germany and Hungary have an ap- 
preciably better record than the Soviet 
Union but Poland’s is not as good. The 
expectation of life at birth in Yugoslavia 
was only 56.3 years in 1950. 

Females enjoy a longer life than males 
in practically every country. Their ad- 
vantage ranges from less than two and 
a half years in Venezuela, Denmark, and 
the Belgian Congo to more than six years 
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in the United States, Brazil, Finland, and 
France. However, in Guatemala, Ceylon, 
and India, a newborn baby girl may ex- 
pect to live a fraction of a year less than 
a baby boy. Almost everywhere, the 
expectation of life at birth has increased 
more rapidly for females than for males, 
thereby widening the sex difference. 
Great strides have recently been made 
throughout the world in raising standards 
of nutrition, improving sanitary condi- 
tions, and developing better methods of 
controlling disease. The introduction of 
penicillin and other antibiotics, the wide- 
spread use of vaccines, better diagnosis 
and treatment of illness, additional hospi- 
tal facilities, better child and maternal 
care, advances in surgery, and the spray- 
ing of large areas with insecticides have 
all contributed to lengthening the average 


lifetime. So favorable an environment 
has been created in the English-speaking 
countries and in Western Europe, that 
the babies born there now have excellent 
prospects of celebrating a 70th birthday. 
It appears likely that within a few dec- 
ades an increasing number of underdevel- 
oped areas will approximate, if not match, 
this achievement. The World Health 
Organization, which has many accom- 
plishments to its credit during its first 10 
years, will undoubtedly play an important 
part in the attainment of this goal. 


Age changes in 


body composition* 
Olaf Mickelsen, Ph.D.+ 


Evaluation of age changes in the com- 
position of the body is hampered by the 
inadequacy of current procedures for de- 
termining body composition. Although a 
number of techniques have been proposed, 
only a few of these have been validated 
by direct carcass analysis. Validation has 
been done only on experimental animals. 

In order to simplify the problem of de- 
termining body composition, the body may 
be said to be composed of the skeleton, 
fat, and fat-free tissue (muscle). For 
any individual, the weights of the skele- 
ton and of fat-free tissue appear to be 
fixed within relatively narrow limits. The 
weight of body fat, however, covers a 
relatively wide range. 

The methods used in determining body 
composition provide, at best, estimates of 
the size of either the fat or fat-free tis- 
sue. Either one or both of these compo- 
nents may be measured, but usually only 
one is determined. The mathematical 
equations that have been developed for 
computing the percentage composition of 
the body contain factors that make allow- 
ances for the weight of the skeleton. 
Minerals are one of the chief components 
of the skeleton, but since minerals ac- 
count for a relatively small percentage 
of the body weight, any variation in the 
size of this component will have only a 
minor influence on body composition. 

Although it would be desirable to know 
the changes that occur with age in all 
body components, most of the work in 
the field of body composition has been 
concentrated on determination of the 
amount of fat. This stems from the in- 
terest engendered during the past few 
years in obesity in general. Changes in 
the skeletal mass have been largely neg- 
lected. 

On the basis of clinical experience it 
has been proposed that changes do occur 


*Reprinted from Public Health Reports, April 
1958. 

+Dr. Mickelsen is chief of the Laboratory of 
Nutrition and Endocrinology, National Institute 
of Arthritis and Metabolic Diseases, Public 
Health Service. 
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When infections pose a dilemma 


¢ Mixed infections 
e Infections of unknown origin, prior to bac- 
teriological identification 


e Secondary bacterial invasions in upper re- 
spiratory tract infections 

¢ Infections due to organisms more sensitive to 
combination therapy 


e Urinary tract infections 
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PROVED ANTIBIOTIC DIFFUSION 


Tetracycline Phosphate Complex CAPSULES 
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2. Pulaski, E. J., and Isokane, R. K.: 
Antibiotic Med. 4:408, 1957. 
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Ibid. 5:46, 1958. 
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0.45 mcg./ml.1 
(at 2 hrs. 20 min. 
after 500 mg. dose) 


portal vein 


4.8 mcg./ml.1 
(at 2 hrs. 
after 500 mg. dose) 


bile 

33.5 mceg./ml.2 

(max. av.—6 hrs. 

after 2nd 500 mg. dose) 


amniotic fluid 


0.88 mcg./ml.1 
(at 10 hrs. 
after 500 mg. dose) 


urine 


50.3 mcg./ml.3 
(av. concentration 
following 500 mg. dose) 


Journat A.O.A. 


| 
5 
; 
|} 
| 98 


LABORATORIES INC 
SYRACUSE, NEW YORK 


letrex 


Tetracycline PhosphateComplex 250-100 mg. CAPSULES 


*‘DUANAT’ REPRODUCTION. PAT. PENDING. 


War 
Bristol 
4 
| 
| 
j 


A 

B t 

LABORATORIES INC 

SYRACUSE, NEW YORK 


Tetracycline PhosphateComplex 250-100 mg. CAPSULES 


‘DUANAT’ REPRODUCTION. PAT. PENDING 


| (py 


ACTION AT THE POINT OF INFECTION 


in 232 respiratory infections: 
“All patients infected 

with tetracycline-sensitive 
organisms responded 
satisfactorily .. .”! 


in 94 dermatologic infections: 
“88 per cent ... obtained 
excellent or good 
improvement .. .”2 


in 30 g.u. infections: 
effective in all cases of 
urethritis, cystitis, pyuria. 1,3 


in 103 soft-tissue infections: 
“marked decrease in morbidity 
and hospitalization” and 
“incidence and magnitude of 
the [surgical] procedures 

was lessened.””4 
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in the skeletal mass. Many clinicians 
working in the field of geriatrics are im- 
pressed by the fragility of the bones in 
their older patients. This has been as- 
sumed by some to be due to a negative 
calcium balance, with a consequent de- 
pletion of bone minerals. However, a 
recent study suggests that “the onset of 
bone fragility in the aged is a composite 
effect of many factors and is probably 
more intimately related to endocrine 
changes, decreased activity, and loss of 
muscle tone than to level of nutrition.’”” 


METHODS OF DETERMINING BODY 
COMPOSITION 


A brief review of some of the proce- 


dures proposed for determining body 
composition will give some idea of the 
limitations and difficulties in this field. 
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Although there are a number of methods 
for estimating the composition of the 
body, none of them is ideal. Each proce- 
dure has its limitations. The method that 
has been used most frequently as a ref- 
erence or standard is the densitometric 
technique based on weighing the individ- 
ual under water. Because of its sim- 
plicity, comparison of the individual’s 
height and weight with values listed in 
standard tables is probably the most com- 
monly used procedure for obtaining crude 
estimates of body fatness, and thus, indi- 
rectly, of body composition. 

Standard height-weight tables—The 
height-weight tables most often used for 
evaluating body fatness are those com- 
piled by the Association of Life Insur- 
ance Medical Directors on the basis of 
medical examinations performed on indi- 


viduals applying for insurance during the 
years 1885 through 1910.7 One of the 
most serious limitations in using these 
tables is the absence of a correction fac- 
tor for the clothing and shoes worn by 
the individuals who were weighed.* An- 
other limitation is the disagreement as to 
the deviation in weight that must occur 
before an individual is considered obese. 
Values ranging from 5 to 20 percent 
have been proposed as the upper range 
of “normal” body weight for any height. 


These tables make no allowance for 
variation in body build. Keys and Brozek' 
have shown that the variation in body 
build could be illustrated by the data of 
Munro.’ Munro found that the groups of 
selective service registrants of the same 
age and stature who had chest circum- 
ferences of 32; 37, and 42 inches had 


average weights of 130, 158, and 198 
pounds, respectively. In general, the 
heaviest men had the largest body 


frames; yet the height-weight tables sug- 
gested only one weight (150 pounds) for 
individuals of this height. When com- 
pared with the values in the table, the 
men with the largest body frames would 
be as much as 36° percent overweight. 
That all of the heaviest men were not 
obese is suggested by the work of Wel- 
ham and Behnke.’ Using the densitome- 
tric technique (described on p. 101), they 
found that professional football players 
who were in peak physical condition were 
20 or more percent overweight according 
to the standard height-weight tables. 
However, on the basis of body density, 
these “overweight” men had very little 
fat in their bodies. If obesity is defined 
as a condition in which there is a surplus 
of body fat, these men obviously were 
not obese. 

Subcutaneous fat determinations—Body 
fat has also been estimated from the 
thickness of skinfolds on various parts 
of the body. The skinfold is “lifted up” 
with the fingers from the underlying 
muscle. A variety of calipers are avail- 
able for quantitating these measurements. 
This procedure is based on the observa- 
tion that in man a large proportion of 
the total body fat is found in the subcu- 
taneous tissue.* 

Unfortunately, there are practically no 
data on human beings to indicate the 
relative distribution of fat throughout 
the body in the lean and the obese. X-ray 
evidence is available for rats which be- 
came obese as a result of an ad libitum 
consumption of a high-fat diet.’ These 
rats, compared with their littermates fed 
a low-fat diet, showed a tremendous in- 
crease in the amount of fat in the sub- 
cutaneous area. Associated therewith 
is a marked increase in the amount 
of fat in the abdominal cavity. The 
lean rat shows a proportionately small- 
er amount of fat, not only in the sub- 
cutaneous areas but in the abdominal 
cavity as well. Comparable data for 
guinea pigs have been presented by Pitts.* 
The mass of the subcutaneous fat in the 
guinea pig was almost directly propor- 
tional to the total body fat. 

The most extensive evaluation of the 
skinfold-thickness method for determin- 
ing body fat has been made by Keys and 
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Brozek.* In their study the skinfold 
thickness at a number of sites on the 
body was determined for a large number 
of subjects. At the same time, total body 
fat in each subject was estimated by the 
densitometric method. On the basis of 
these measurements equations were de- 
veloped for estimating the body fat from 
the skinfold thickness.’ Similar work has 
been done by Pascale and others." The 
equations provide values which at best 
only approximate the body fat content as 
calculated from body density. A partial 
explanation for the inconsistent body fat 
values derived from the skinfold meas- 
urements stems from the finding that 
there is considerable individual variation 
in the distribution of subcutaneous fat 
throughout the body.* 


A few attempts have been made to de- 
termine the amount of fat in the body 
from X-rays of selected areas. Stuart 
and co-workers” have used X-rays of 
the antero-posterior view of the right leg 
at the maximal width of the calf. These 
studies were confined largely to children. 
Reynolds“ has extended this technique 
to the study of adults. He reported that 
the ratio of thickness of adipose tissue to 
bone width of the leg is much greater in 
women than in men. The ratio decreases 
with age in men but increases in women. 


A recent report by Garn” on the fat 
content of adults as determined by X-rays 
suggests that there is very little difference 
in the absolute amount of fat in men 
and women. Since the body weights of 
the women were considerably lower than 
those of the men (58.3 as compared with 
76.4 kilograms), the percentage differ- 
ences in fat content were significant. 
Garn found that the average weight of 
fat in 107 healthy American women rang- 
ing in age from 20 to 60 years, with a 
mean of 39 years, was 13.7 kilograms, 
while that in 81 men in the same age 
range was 12.6 kilograms. The fat con- 
tent of the women was 23.7 percent, for 
the men 16.8 percent. 


Densitometry—A_ procedure that has 
been studied rather extensively during 
the past few years determines body 
density and, from this, the relative com- 
position of the body. The difference in 
density of body fat and the fat-free resi- 
due is great enough to permit calculating 
the amount of fat in the body from the 
body’s density. This density has been de- 
termined by two different methods. 


One method of determining body den- 
sity is based on weighing the subject 
under water. This procedure received its 
greatest stimulation as a result of the 
studies of Behnke and co-workers.” The 
technique is fraught with difficulties. The 
primary one is the inability of readily 
determining the residual air and the air 
that may be retained in the gastrointesti- 
nal tract at the time of the underwater 
weighing. Body density can be corrected 
for residual air, but to do it accurately 
would make the determination both cum- 
bersome and time-consuming. A standard 
correction cannot be made for residual 
air since there is considerable variation 
among individuals, as well as an increase 
in the absolute residual air volume with 
increasing age.‘ A second difficulty is try- 
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"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 
gave him 
some nice 
pills -- and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 
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ing to weigh under water an individual 
who has any fear of being submerged. 
The latter is likely to be important with 
older people, especially those who have 
never learned to swim. 

The other method for determining body 
density involves measurement of the 
body’s volume. The volume of the body 
can be calculated by the displacement of 
helium in a chamber of known volume. 
This method has been used by Siri” for 
human beings and by Walser and Stein” 
for animals. 

Theoretically, the gas-displacement 
technique should be far superior to the 
underwater-weighing procedure since any 
air in the lungs at the time of measure- 
ment should have practically no influence 
on the density. The anxiety associated 
with the method should be minimal. To 


what extent this modification of the densi- 
tometric method will be used is at pres- 
ent hard to predict. 

Wedgewood and Newman” modified 
the Drinker respirometer so that the vol- 
ume of the subject can be calculated 
from the changes in pressure associated 
with the pulsations of the bellows. The 
sensitivity and applicability of this tech- 
nique have yet to be assayed. 

Body water—There are many data 
showing that in normal animals the rela- 
tion between the amount of water and 
the amount of protein is fairly constant.” 
The fat-free weight of the body can be 
calculated on the basis of this relation- 
ship. Since the minerals represent only a 
small fraction of the body,” slight vari- 
ations in this component have a negligible 
effect on the results. The difference be- 
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tween the body weight of the individual 
and the calculated value for fat-free body 
tissue represents the weight of body fat. 

A number of substances, such as urea, 
thiourea, deuterium oxide, tritium oxide, 
antipyrine, and acetylaminopyrine, have 
been used in estimating body water. (For 
discussion of the various techniques and 
references thereto, see reference 4). A 
known amount of the substance is given 
by mouth (urea) or injected intravenous- 
ly (the other substances). Blood samples 
are taken at intervals and analyzed for 
concentration of the injected substance. 
Total body water content can be calcu- 
lated from the concentration of the sub- 
stance in the blood at the different time 
intervals and the amount of the substance 
given. All the methods require from 1 to 
3 hours for uniform distribution of the 
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compound throughout the body water. 
The procedures necessitate all the care 
and safety precautions used in any intra- 
venous therapy. 

There are a number of situations in 
which the relationship between body wa- 
ter and protein deviates from the usual 
ratio. In most of these cases, especially 
those associated with edema, the abnor- 
mality is due primarily to a marked in- 
crease in the extracellular fluid. By de- 
termining the volume of the extracellular 
fluid as well as total body water, a cor- 
rection can be made for the abnormal 
hydration. Recent work indicates that the 
extracellular fluid space as measured with 
thiocyanate decreases steadily from a lit- 
tle more than 40 percent in infancy to a 
constant value of 23 percent in adult- 
hood.* 


Fat solvents—Cyclopropane has_ been 
used at New York University for esti- 
mating the amount of fat in the body 
directly in studies with rats.* The air the 
animal inhales contains a known amount 
of cyclopropane. The volume of gas re- 
tained in the body is proportional to the 
amount of fat in the body. So little has 
been done with this procedure, however, 
that it is difficult to evaluate its applica- 
bility and usefulness in studies with man. 


FACTORS INFLUENCING BODY 
COMPOSITION 

There is surprisingly little factual in- 
formation on the changes that occur in 
the human body as it grows older. All of 
the studies have compared young individ- 
uals with older people. Since so many 
years separate a man’s youth from his 
old age, it is doubtful whether there will 
ever be any extensive longitudinal studies 
on adults to bridge the present gap. 

Influence of age—The height-weight 
tables of the Association of Life Insur- 
ance Medical Directors indicate that a 
half century ago both men and women 
continued to increase in weight even 
though there was no change in height as 
they became older.” Changes comparable 
to those are still occurring. Recent data 
show that from age 25 to 60 years men 
in the United States who are 67 inches 
tall gain 8 percent in weight, while wom- 
en of the same ages who are 63 inches 
tall gain 15 percent.*°” 


It has frequently been assumed that 
the increase in body weight with age is 
primarily, if not solely, due to an increase 
in body fat. Evidence for this assumption 
has been presented by Brozek,* who 
compared a group of young men (18-25 
years) with older men (45-54 years). 
Although the average heights for the 
two groups were the same, the older men 
were, on an average, 11 pounds heavier 
than the younger men. Underwater 
weighings corrected for residual air at 
the time the weights were recorded 
showed that the younger men had 14 per- 
cent fat in their bodies while the older 
men had 24 percent. 

The increase in body fat associated 
with the increase in body weight that ac- 
companies the aging process is accentuat- 
ed by the apparent replacement of a cer- 
tain portion of muscle mass with fat, 
according to evidence adduced by Bro- 
zek.* Thirty-three young men (22 
through 29 years) and an equal number 
of older men (48 through 57 years) were 
matched for height and weight. Specific 
gravities indicated that although there 
was no difference in height or weight 
between the two groups, the younger 
men had 16 percent fat in their bodies 
while the older men had 23 percent. 

Influence of activity—Physical activity, 
especially if it is strenuous, is associated 
with a marked reduction of body fat 
even though the body weight may be 
considerably in excess of the “standard” 
as listed in height-weight tables. Welham 
and Behnke® emphasized this point in 
their studies with younger men. Brozek”* 
and Brozek and Keys” found a similar 
situation among older men. The physical- 
ly active men were seven pounds heavier 
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than the inactive men even though the 
heights were the same in both groups. 
However, the heavier body weights were 
associated with a lower body fat content 
(24 percent as compared with 27 per- 
cent). 

Males vs. Females—Garn and Harper” 
have studied the distribution of fat in 
males ranging in age from 20 to 69 years 
by means of roentgenograms. Thickness 
of the subcutaneous fat over the iliac 
crest showed the greatest increase with 
age. Fat in the trochanteric and deltoid 
regions also increased, but to a lesser ex- 
tent than that in the iliac region. There 
were no measurable changes in the thick- 
ness of the adipose tissue on the anterior 
surface of the leg and the middle area of 
the lower arm. On the basis of the 
amount of fat in the trochanteric area, 

#Garn and Harper estimated that the body 
fat increased from 16 percent in younger 
men to 22 percent in older men. These 
values are similar to those reported by 
Brozek.”* 

For women the total body fat in- 
creased from 26 percent at age 25 to 38 
percent at age 55, as shown in the tabu- 
lation. These values were for women 
whose body weights were, on an average, 
from 95 to 97 percent of those listed in 
the standard height-weight tables.* When 
these values are compared with those for 
men equally lean according to the stand- 
ard height-weight tables, it is obvious 
that the body fat content of women is 
much greater than for men at each age 
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In women, the increase in body fat 
with age is associated with an increase 
of the fat in the abdominal area.” Since 
this conclusion was based on skinfold 
measurements, it was not possible to de- 
termine whether the increase in inner fat 
was due to the fatty infiltration of the 
organs. There was little change in the 
skinfold thickness of the extremities with 
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age in women, but there were marked 
changes in the thickness of subcutaneous 
fat on the chest, side, waist, and back. 

Edwards® determined the skinfold 
thickness in 53 areas of the body in males 
and females ranging in age from 5 to 
approximately 50 years. He found that 
the distribution of fat in the different 
parts of the body was the same in both 
sexes before puberty. After puberty, 
women had about 1.2 times as much fat 
on their legs, in proportion to the total 
amount of subcutaneous fat, as men. In 
all groups, the women had approximately 
1.7 times as much fat in the subcutaneous 
areas as the men. It is difficult to deter- 
mine from these data any absolute 
changes that occur with age. 


Vor. 57, 1958 


CONCLUSION 


Factual data on body composition are 
notably scarce. What we have indicate 
an increase in body weight up through 
approximately age 50 and a decrease 
thereafter.* There are no data which in- 
dicate that the weight of the individual 
decreases after age 55. 

The difficulty with the reported body 
weights of older people is the impossi- 
bility of determining whether the decrease 
in weight is due to the earlier deaths of 
the heavier individuals or represents an 
actual loss of weight with age. Although 
there is an increasing body of data from 
longitudinal studies of children, such in- 
formation is woefully lacking for adults, 
especially for individuals over 60 years of 


age. Only longitudinal studies permit de- 
termination of the actual changes that 
occur with age. 

Few studies bear upor changes in body 
composition occurring in women with 
the passage of time. The prominent at- 
tention that obesity has received during 
the past few years would make such 
studies desirable. The work of Skerjl 
and others indicates that in older wom- 
en of “standard” weight, more than one- 
third of their body is fat. Even under 
that “stress,” if it is stress, women out- 
live men by a significant number of years. 
This suggests that the secret to a long 
life for a body pleasantly surfeited in 
fat may be found by studying older 
women. 
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Fatal farm 
accidents* 


Accidents take approximately 13,000 
lives a year among farm residents in the 
United States. The death rate from this 
cause in 1956 was 57.5 per 100,000 farm 
population, or practically the same as that 
for the population of the country as a 
whole. Some progress has been made re- 
cently in reducing the toll among farm 
residents; their accident death rate de- 
creased about 8 percent since 1950, when 
it was 62.4 per 100,000. At the same time, 
the number fatally injured dropped from 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, April 1958. 
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15,300 to 12,800, according to estimates 
by the National Safety Council, but a 
considerable part of this decrease reflects 
the downward trend in farm population 
from about 25 million to 22% million. 


Special interest centers in accidents 
which occur on farmlands under cultiva- 
tion and around farm service buildings. 
This phase of the farm accident problem 
does not include fatal injuries in farm 
homes or motor vehicle and other types 
of accidents which occur off the farm. 
On-the-farm accidents account for about 
one fifth of all fatal injuries sustained 
by farm residents. The large majority of 
victims are males, mainly because they 
carry on the heavier and more hazardous 
farm operations. Also, males participate 
to a much greater extent than females in 
hazardous sports on the farm grounds, 
and generally have a greater readiness to 
expose themselves to danger. 

Accidents involving machinery account 
for more than a third of all fatal injuries 
on the farm, indicating the extent to 
which agriculture is mechanized. Trac- 
tors take more lives than any other type 
of farm machinery, according to studies 
made in Kansas, South Dakota, Minneso- 
ta, and other agricultural States. Over- 
turning is the greatest hazard in the use 
of tractors, but a considerable number of 
fatalities are also associated with climb- 
ing on or off tractors or attachments, 
starting tractors, and hitching attach- 
ments. Particularly vulnerable are drivers 
who are not old enough or big enough 
to handle a tractor or to cope with 
emergencies. Adding to the death toll are 
young children who are permitted to ride 
on tractors, which are not designed to 
carry extra passengers. 

Drowning, second in rank as a cause 
of fatal injury on farms, accounted for 
one seventh of the accidental deaths sus- 
tained there during 1953-55. Most of the 
victims were children, the toll being 
particularly large under age 5. The many 
brooks, dams, wells, troughs, and water- 
filled farm utensils increase the chances 
of drowning for young farm children. 
Firearm accidents, reflecting the wide 
ownership of guns in farm areas, took 
almost as many lives as drowning. The 
three leading causes together thus ac- 
counted for 60 percent of all on-the-farm 
accident fatalities. 


Of lesser numerical importance were 
fatal accidents caused by falls, blows 
from falling objects, injuries by animals, 
fires and explosions, electric current, and 
lightning. 

Farmers are subject to a wide variety 
of hazards, many of which can be miti- 
gated by greater attention to safe prac- 
tices. Life and limb are endangered by 
the removal of safety devices from ma- 
chinery, the use of makeshift apparatus, 
the improper storage of flammable liquids 
and gases, and the careless use of pesti- 
cides and other agricultural chemicals. 
In an effort to reduce the heavy toll of 
injury and death, President Eisenhower 
this year has proclaimed the week begin- 
ning July 20 as National Farm Safety 
Week. All farm families are asked to 
“prevent needless accidents in the home, 
in the fields, and on the highways.” 
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Books received 


Books received for review during the 
period from May 5 to June 5, are listed 
below. Reviews will be published as 
space permits. 


CARDIOVASCULAR DISEASES. By David 
Scherf, M.D., F.A.C.P., Professor of Clinical 
Medicine, New York Medical College, Flower 
and Fifth Avenue Hospitals; and Linn J. Boyd, 
M.D., F.A.C.P., Professor and Director of 
Medicine, New York Medical College, Flower 
and Fifth Avenue Hospitals. Ed. 3. Cloth. Pp. 
829, with illustrations. Price $17.25. Grune & 
Stratton, 381 Fourth Avenue, New York 16, 
1958. 


LIFE INSURANCE AND MEDICINE. The 
Prognosis and Underwriting of Disease. Edited 
by Harry E. Ungerleider, M.D., F.A.C.P., Di- 
rector of Medical Research, The Equitable Life 


Assurance Society of the United States; For- 
merly Chairman of the Board of Life Insurance 
Medicine; and Richard S. Gubner, M.D., 
F.A.C.P., Associate Director of Medical Re- 
search, The Equitable Life Assurance Society 
of the United States; Clinical Associate Pro- 
fessor of Medicine, State University of New 
York College of Medicine. Cloth. Pp. 994, 
with illustrations. Price $16.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


PSYCHOPROPHYLACTIC PREPARA- 
TION FOR PAINLESS CHILDBIRTH. Its 
theory and practical approach with the com- 
plete course of lectures. By Isidore Bonstein, 
M.D. Cloth. Pp. 143, with illustrations. Price 
$2.50. Grune & Stratton, 381 Fourth Ave., New 
York City 16, 1958. 


PERENNIALLY YOURS, PROBIE. By Jo 
Brown. Paper. With illustrations. Price $2.50. 
Springer Publishing Company, 44 East 23rd St., 
New York 10, 1958. 
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THE GUINEA PIG IN RESEARCH Biol- 
ogy—Nutrition—Physiology. By Mary Eliz- 
abeth Reid, Ph.D., Laboratory of Nutrition and 
Endocrinology, National Institutes of Health, 
Public Health Service, U.S. Department of 
Health, Education and Welfare, Bethesda 14, 
Maryland. Paper. Pp. 87, with illustrations. 
Price $2.00. Human Factors Research Bureau, 
National Press Building, Washington 4, D.C., 
1958. 


LABORATORY MEDICINE—HEMATOL- 
OGY. By John B. Miale, M.D., Professor of 
Pathology, University of Miami School of 
Medicine, and Director of Clinical Pathology, 
Jackson Memorial Hospital, Miami, Florida. 
Cloth. Pp. 735, with illustrations. Price $13.75. 
The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 


PEDIATRIC INDEX. A Guide to Symptom- 
atological Diagnosis and Current Manage- 
ment. By Edwin F. Patton, M.D., Beverly 
Hills, California. Cloth. Pp. 639. Price $13.50. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1958. 


CARBON DIOXIDE THERAPY. A Neuro- 
physiological Treatment of Nervous Disorders. 
Edited by L. J. Meduna, M.D., Professor of 
Psychiatry, University of Illinois, College of 
Medicine, Chicago, Illinois. Ed. 2. Cloth. Pp. 
541, with illustrations. Price $14.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1958. 


Electrocardiographic Analysis. Volume 1. 
BIOPHYSICAL PRINCIPLES OF ELEC- 
TROCARDIOGRAPHY. By Robert H. Bay- 
ley, M.D., Professor of Internal Medicine, Di- 
rector of Heart Station, University of Oklahoma 
School of Medicine and University Hospitals, 
Oklahoma City. Cloth. Pp. 237, with illustra- 
tions. Price $8.00. Paul B. Hoeber Medical 
Book Department of Harper & Brothers, 49 
East 33rd Street, New York 16, 1958. 


PROGRESS IN ARTHRITIS. Edited by 
John H. Talbott, M.D., and L. Maxwell Lockie, 
M.D. Cloth. Pp. 456, with illustrations. Price 
$12.50. Grune & Stratton, 381 Fourth Avenue, 
New York 16, 1958. 


THE CLINICAL PHYSIOLOGY OF 
PHYSICAL FITNESS AND REHABILITA- 
TION. By Ernst Jokl, M.D., Professor and 
Medical Director, Rehabilitation Center, Uni- 
versity of Kentucky. Cloth. Pp. 194, with il- 
lustrations. Price $8.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


ANOMALIES OF INFANTS AND CHIL- 
DREN. By D. McCullagh Mayer, D.D.S., M.D., 
F.A.C.S., F.1.C.S., Associate Professor of Plas- 
tic Surgery, New York Medical College; Asso- 
ciate Attending Plastic Surgeon and Head of 
Plastic Surgery Service, Flower and Fifth Ave- 
nue Hospitals, New York; and Wilson A. 
Swanker, M.D., F.A.C.S., F.1.C.S., Professor 
of Plastic and Aesthetic Surgery, Ankara Uni- 
versity, Turkey; Medical Director of Admiral 
Bristol Hospital, Istanbul; Associate, New York 
Medical College. Cloth. Pp. 454, with illustra- 


tions. Price $12.00. McGraw-Hill Book Com- 
pany, 330 West 42nd Street, New York 36, 
1958. 


SKIN GRAFTING. By James Barrett 
Brown, M.D., Professor of Clinical Surgery, 
Washington University School of Medicine; 
Chief Consultant in Plastic Surgery, Veterans 
Administration; Senior Civilian Consultant in 
Plastic Surgery to Surgeon General, U.S. 
Army; Senior Consultant in Plastic Surgery, 
E.T.O., U.S. Army, and Chief of Plastic Sur- 
gery at Valley Forge General Hospital, in 
World War II; and Frank McDowell, M.D., 
Associate Professor of Clinical Surgery, Wash- 
ington University School of Medicine, St. 
Louis, Missouri. Ed. 3. Cloth. Pp. 411, with 
illustrations. Price $15.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1958. 


THE WAVE LENGTH OF GOD. Memor- 
able Experiences During Fifty Years as a Meth- 
odist Minister. By Lester P. Fagen. Cloth. 
Pp. 90. Price $2.75. Exposition Press, 386 
Fourth Avenue, New York 16, 1958. 


CLINICAL ENZYMOLOGY. Edited by 
Gustav J. Martin, Sc.D., Research Director, 
The National Drug Company, Philadelphia. 
Cloth. Pp. 241, with illustrations. Price $6.00. 
Little, Brown & Company, 34 Beacon Street, 
Boston 6, 1958. 


PSYCHOENDOCRINOLOGY. Edited by 
Max Reiss, M.D., D.Sc., Neuroendocrine Re- 
search Unit, Willowbrook State School, Staten 
Island, New York. Cloth. Pp. 208, with illustra- 
tions. Price $7.00. Grune & Stratton, 381 
Fourth Avenue, New York 16, 1958. 


FUNDAMENTALS IN CARDIOLOGY. By 
John B. Wild, M.D., Assistant Professor, De- 
partment of Internal Medicine, Member of the 
Cardiovascular Laboratory, University Hospital, 
Iowa City, Iowa. Cloth. Pp. 83, with illustra- 
tions. Price $4.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


DISEASES OF THE THYROID AND 
PARATHYROID GLANDS. By Bernard J. 
Ficarra, A.B., Sc.B., M.D., D.S., Research As- 
sociate in Biology (Thyroid Physiology), Post- 
Graduate School, Long Island University; Asso- 
ciate Visiting Surgeon, Kings County Hospital 
Center; Associate Visiting Surgeon, St. Peter’s 
Hospital; Associate Visiting Surgeon, Hospital 
of the Holy Family; Formerly Associate Visit- 
ing Surgeon, (Head and Neck Surgery), Brook- 
lyn Cancer Institute, Brooklyn, N.Y.; Consul- 
tant in Thyroid Surgery, Yonkers Professional 
Hospital, Yonkers, N.Y. Cloth. Pp. 295, with 
illustrations. Price $8.50. Intercontinental 
Medical Book Corporation, 381 Fourth Avenue, 
New York 16, 1958. 


ABORTION IN THE UNITED STATES. 
A Conference Sponsored by the Planned Par- 
enthood Federation of America, Inc. at Arden 
House and The New York Academy of Medi- 
cine. Edited by Mary Steichen Calderone, 
M.D., M.S.P.H., Medical Director, Planned 
Parenthood Federation of America, Inc. Cloth. 
Pp. 224, with illustrations. Price $5.50. Paul 
B. Hoeber Medical Book Department of Har- 
per & Brothers, 49 East 33rd Street, New 
York 16, 1958. 


REGIONAL ILEITIS. By Burrill B. Crohn, 
M.D., Consulting Gastroenterologist, Mount 
Sinai Hospital, New York; and Harry Yarnis, 
M.D., Associate in Medicine for Gastroenterol- 
ogy, Mount Sinai Hospital, New York, with 
special contributions by Richard H. Marshak, 
M.D., and David A. Turner, Ph.D. Ed. 2, re- 
vised. Cloth. Pp. 239, with illustrations. Price 
$7.25. Grune & Stratton, 381 Fourth Avenue, 
New York City 16, 1958. 


PRACTICAL CARDIOLOGY. By Albert 
Salisbury Hyman, M.D., F.A.C.P., F.A.C.C., 
Associate Clinical Professor of Medicine, New 
York Medical College; Consulting Cardiologist, 
U.S. Veterans Hospital, Richmond Memorial 
Hospital, Long Beach Memorial Hospital, Man- 
hattan General Hospital, Yonkers Professional 
Hospital, Trafalgar Hospital, Valley Forge In- 
stitute and Research Center; Attending Cardi- 
ologist, Beth David Hospital, Jewish Memorial 
Hospital; Director of Medicine, New York City- 
Elmhurst General Hospital, New York. Cloth. 
Pp. 307, with illustrations. Price $7.00. Mc- 
Graw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1958. 


SIGNS, SYMPTOMS AND TREATMENT 
OF CERTAIN ACUTE INTOXICATIONS. 
By William B. Deichmann, Ph.D., Professor 
and Chairman, Department of Pharmacology, 
University of Miami, School of Medicine, Coral 
Gables, Florida; and Horace W. Gerarde, M.D., 
Ph.D., Head Toxicologist, Esso Research and 
Engineering Company, Medical Research Divi- 
sion, Linden, New Jersey; and The Bureau of 
Biological Research, Rutgers, The State Uni- 
versity, New Brunswick, New Jersey. Ed. 2. 
Cloth. Pp. 154, with illustrations. Price $3.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1958. 


THE PROCESS OF INTUITION. A Psy- 
chology of Creativity and Humane, Democratic 
Living. By Virginia Burden. Cloth. Pp. 70. 
Price $2.50. Greenwich Book Publishers, 489 
Fifth Avenue, New York 17, 1957. 
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44th St., Oklahoma City 19, Okla. 

Corpelongo, Arthur D., from 3363 Commonwealth St., to 
5351A Devonshire Ave., St. Louis 9, Mo. 
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Journac A.O.A. 


Fahey, John F., from Carmel, Calif., to 426 Jefferson St., Mon- 
terey, Calif. 

Feinman, Leonard C., from 8051 Euclid Ave., to 1021 N. Euclid 
Ave., Anaheim, Calif. 

Felmlee, Edward A., from 1430 N. Harvard Ave., to 819 S. 
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St., Kansas City 10, Mo. 

Finazzo, Salvatore J., from Chicago, IIl., to 112 Rockaway 
Ave., Brooklyn 33, N.Y 

Fischer, —_ L., from Kirkoville, Mo., to 1711 N. Garrett Ave., 
Dallas 6, Texas 

Foster, Howard R., PCO ’57; 7432 Barclay Road, Cheltenham, 

Frank, Herbert B., from 1243 Magee Ave., to 3110 Aramingo 
Ave., Philadelphia 34, Pa. 

Fritz, William J., from Trenton, Mich., to 1548 Monroe St., 
Carleton, Mich. 

Frolund, Ernest L., from 710-12 Bigelow Bldg., to 3416 W. Mc- 
Graw St., Seattle 99, Wash. 


Gard, Charles A., from 1036 Park Ave., Box 85, to 430 S. Main 
St., Lakeview, Ohio 

Gaudio, Ralph A., from MacNeal Shopping Center, to 623 E. 
12th St., Des Moines 16, Iowa 

Gillie, James T., from Route 2, to Green Acres, Excelsior 
Springs, Mo. 

Gleason, Vinson W., from University City, Mo., to 6820 Page 
Blvd., St. Louis 14, Mo. 

Goldberger, M. B., from 2730 S. Washington, to 3029 S. Wash- 
ington, Saginaw, Mich. 

Gordon, Marvin T., from Baxter, Iowa, to 402 Maple St., West 
Des Moines, Iowa 

Gray, George C., from 11751 Grand River Ave., to 4040 Oak- 
man Blvd., Detroit 4, Mich. 

Greenberg, Richard B., from 174 Kingwood Road, to 219 Prince 
Fredrick St., King of Prussia, Pa. 

Greer, Robert C., III, from Fort Worth, Texas, to Bryson, 
Texas 

Griffin, C. W., from 130 S. Fifth St., to 133 Seward St. 
Seward, Nebr. 


Haight, Alfred R., from Blanchester, Ohio, to 7234 Long 
Drive, Houston 17, Texas 

Hall, Jessie N., from Fort Worth, Texas, to Route 1, Box 307, 
Smithfield, Texas 

Hanifin, John H., from 404 Pontiac Trail, to 630 N. Pontiac 
Trail, Walled Lake, Mich. 

Hardin, Thomas F., Jr., from 405 Grand Ave., to 3801 Fulton 
Ave., Dayton 39, Ohio 

Henry, Walter W., from 10140 E. Rush St., to 9723 E. Rush 
St., El Monte, Calif. 

Hickerson, James Scott, from Ninth St. & Jackson Ave., to 
1242 S. Boston Ave., Tulsa 19, Okla. 

Hipple, John A., from Detroit, Mich., to 2080 Walnut Lake 
Road, Birmingham, Mich. 

Hoopingarner, Doyle A., from Belding City Hospital, to 123 
W. Main St., Belding, Mich. e 

Huggins, Harold L., from 3280 S. Fairfax St., to 8790 Corona 
St., Denver 16, ‘Colo. 

Hull, James G., from 160 W. Granada Ave., to 73 W. Granada 
Ave., Box 806 Ormond Beach, Fla. 

Hutchison, Jack D., from 117 W. Third Ave., to 111 W. Third 
Ave., Columbus 1, Ohio 

Hutson, Paul G., from 1430 57th St., to 403 Savings & Loan 
Bldg., Des Moines 9, Iowa 


Imhoff, David E., from 4301 Woodville Road, to 2638 Wood- 
ville Road, Toledo 5, Ohio 


Karlton, George C., from Miami, Fla., to 1608 E. Broward 
Blvd., Fort Lauderdale, Fla. 

Kay, Bernard M., DMS ’57; 725 Mason St., Flint 3, Mich. 

Kerscher, Duane J., from Toledo, Ohio, to 302!%% Conant St., 
Maumee, Ohio 

Kimberly, Paul E., from 2810 First St., N., to 7401 Fifth Ave. 
NN... St. Petersburg 10, Fla. 

Kling, Quentin P., from Bettendorf, Iowa, to 1805 Main St., 
Davenport, Iowa 

Knee, Norman S., from 4385 Creswell St., to 5103 Whitaker 
Ave., Philadelphia 24, Pa. 
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ILLUSTRATED PREOPERATIVE 
AND POSTOPERATIVE CARE 


By Philip Thorek, M.D., F.A.C.S., F.LCS. 
Illustrated by Carl T. Linden 


=mZ 


A book of practice rather than theory, this is a 
presentation of the most important aspects of modern 
pre- and postoperative care. Surgeon, teacher, 
lecturer and author, Dr. Thorek has been described 
by the British Medical Journal as a writer with “a 
quite exceptional power of compressing all the 
essentials of description in the briefest possible space.” 


Both creative (a carefully elicited history and a well 
conducted physical examination) and analytical (“I 
utilize every bit of laboratory data available when 
indicated”). Dr. Thorek cautions against “studying 
the patient to death” when a genuine emergency exists. 


Carl Linden’s drawings are superbly clear and 
realistic—the perfect visual counterpart to Dr. 
Thorek’s lucid text material. 

June, 1958 $5.00 


98 Pages 60 Illustrations 
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CARE OF THE BACK 


By William K. Ishmael, M.D., F.A.C.P. and Howard 
B. Shorbe, M.D., F.A.CS. 


A manual for use by the patient which points out 
specific activities and positions which result in fatigue 
and subsequent neck or back pains. The authors, 
both specialists in this field, give specific 
recommendations for the patient to follow for 
remedial or therapeutic self help. Available only to 
the profession by direct subscription or through 
authorized Lippincott representatives. 


24 Pages Illustrated 1953 
Quantity Prices on Request 
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J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Avenue, Montreal 6, P.9. 


Please enter my order and send me: 
ILLUSTRATED PREOPERATIVE AND 


POSTOPERATIVE CARE .......... $5.00 
CARE OF THE BACK. $4.00 a dozen 
(Quantity prices on request) 


Convenient 
Monthly Payments 


(1 Payment Enclosed 
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REMEMBER THE 


COURTESY 


CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES 
PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


( Convention Exhibitor 
[] Advertiser in A. O. A. Publications 


AMERICAN OSTEOPATHIC ASSOCIATION 


WALTER A SUBERG, Business Manager 


This card expires 
Dec. 31, 1958 


Extend Every Courtesy To Your Detail Men 
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Krynicki, Victor F., from 6429 Kennedy St., to 6431 Kennedy 
Ave., Hammond, Ind. 

Kuiper, Dale W., from Grand Rapids, Mich., to 519 W. Su- 
perior St., Wayland, Mich. 

Kuzon, Chester, from Buffalo, N.Y., to 1137 S. 32nd St., Louis- 
ville 11, Ky. 


Latimer, Omar C., from Park Lane, to 20 Park Lane Road, 
New Milford, Conn. 

Latini, John J., from 820 N.W. 187th St., to 820 N.W. 183rd 
St., North Miami 61, Fla. 

Lavell, Louis W., from Des Moines, Wash., to 1428 312th St. 
S., Federal Way, Wash. 

Lindsay, Owen W., from 230 N. Mentor Ave., to 2261 E. 
Washington St., Pasadena, Calif. 

Lukens, Coralie Dene, from 1777 25th St., to 390 Jennings Ave., 
Cuyahoga Falls, Ohio 


Madsen, Robert E., from 107 Darragh Drive, to 186 N. 23rd 
St., Battle Greek, Mich. 

Manley, Victor, from Vaucouver, Wash., to Route 1, Brattle- 
boro, Vt. 

Martin, Harry R., from 815 S. Denver Ave., to 819 S. Denver 
Ave., Tulsa 19, Okla. 

Mason, J. Louise, from Falmouth, Mass., to 281 N.W. 56th 
Court, Miami 44, Fla. 

Mason, Palmer H., Jr., from Enid, Okla., to 218 Security Bldg., 
Sapulpa, Okla. 

McDaniel, E. E., from First Natl. Bank Bldg., to Barry County 
Bank Bldg., Cassville, Mo. 

McDaniel, T. C., from 108 N. Main, to 111 S. Main, New Lex- 
ington, Ohio 

Mihalevich, Richard A., from Plymouth, Mich., to Box 42, 
Farmington, Mo. 

Montrom, S. C., from Easton, Pa., to 867 Main St., Slatington, 
Pa. 

Moore, Thomas I., from 1020 Seaboard Bldg., to 330 Times 
Square Bldg., Seattle 1, Wash. 


Oakley, Perry G., from Nelsonville, Ohio, to 233 Third St., 
Lowell, Ohio 

Orum, Robert E., from 623 Main St., to 259 Main St., Grove- 
port, Ohio 


Paley, Albert E., from Detroit, Mich., to 25877 E. Jefferson 
Ave., St. Clair Shores, Mich. 


Parsa, Jalil, from 2801 Flora Ave., to Box 4534, Kansas City 
24, Mo. 


Pertschuk, Louis P., from 289 Bay 19th St., to 8318 Fourth 
Ave., Brooklyn 9, N.Y. 

Powell, George B., from 26177 W. Six Mile Road, to 25901 W. 
Seven Mile Road, Detroit 40, Mich. 


Ramage, Gelert R., Jr., from 8401 California Ave., to 3275 
Tweedy Bldg., South Gate, Calif. 

Reibstein, Albert S., from Central Medical Bldg., to 317 Spruce 
St., Philadelphia 6, Pa. 

Riley, Robert Joseph, from 12845 12th Ave., S.W., to 4005 
S. W. 100th St., Seattle 66, Wash. 

Rowane, William A., from 220 Short St., to 315 W. Tenth St., 
Erie, Pa. 

Ruffle, John R., from Groves, Texas, to 4246 Ferndale, Port 
Arthur, Texas 


seat - Hal, from Box 371, to Box 702, Tahoe Valley, 

alif. 

Schoenen, A. Richard, from Duarte, Calif., to 202 E. Hunting- 
ton Drive, Monrovia, Calif. (change name from Albert R. 
Schoenen) 

Schoenhals, Ray H., from Box E, to Box 128, Belle, Mo. 

Schrock, Robert D., from San Diego, Calif., to 3358 Main St., 
Lemon Grove, Calif. 

Schuck, John A., from 1739 Griffin Ave., to Los Angeles Re- 
a Center, 1225 N. Mission Road, Los Angeles 33, 
Calif. 

Schultz, Joseph J., from 1001 Santa Fe St., to 4053 S. Staples, 
Corpus Christi, Texas 

Scott, Winfield M., from 2635 S. Norwood Ave., to Oklahoma 
Osteopathic Hospital, Ninth & Jackson Ave., Tulsa 7, Okla. 
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Sefton, Tom Lyman, from 1939 Riverside Drive, to 514 Spin- 
ning Road, Dayton 31, Ohio 

Shealy, Edward M., from Albuquerque, N. Mex., to 2020 S. 
State St., Salt Lake City 15, Utah 

Sheck, Richard C., from 1100814 Winner Road, to 12101 E. 
New 40 Highway, Independence, Mo. 

Shelhorse, B. L., from Box 44, to Main & Elm Sts., Imperial, 
re. 

Simmer, John N., from 105 N. Washington St., to 113 N. 
Washington St., Ypsilanti, Mich. 

Simon, David J., from 1739 Griffin Ave., to Los Angeles Re- 
habilitation Center, 1225 N. Mission Road, Los Angeles 33, 
Calif. 

Siniscalchi, Frank S., from Lakewood, R.I., to 539 Post Road, 
Warwick, R.I. 

Snow, Robert M., from Columbus, Ohio, to Castalia, Ohio 

Spungin, Jacob, from 1 Wethered St., to 417 Pakachoag St., 
Auburn, Mass. 

Strobel, Lynn R., from Garden City, Mich., to 9900 Loveland, 
Livonia, Mich. 

Strumillo, Clement J., from Greenfield, Calif., to 3731 Stockton 
Blvd., Sacramento 20, Calif. 


Taft, James E., from 2801 Flora Ave., to 2827 Baltimore Ave., 
Kansas City 8, Mo. 

Thomas, Fred B., from Detroit, Mich., to 7525 Scyene Road, 
Dallas 17, Texas 

Tibbetts, Edward A., from 142 High St., to 339 Woodford St., 
Portland, Maine 

Tindall, James Ernest, from Baldwin Park, Calif., to 18335 E. 
Valley Blvd., La Puente, Calif. 

Toriello, Dan, from 1500 E. Grand Ave., to Des Moines Gen- 
eral Hospital, 623 E. 12th St., Des Moines 16, Iowa 


Underwood, Walter B., Jr., from Bridgeport, Pa., to 849 N. 
Atlantic Blvd., Fort Lauderdale, Fla. 


Vardaman, Calvin T., from 120 W. Ashby Place, to 1007 Ritti- 
man Road, San Antonio 9, Texas 

Voit, William A., from Scottsdale, Ariz., to 5130 N. 19th Ave., 
Phoenix 42, Ariz. 


Walczak, Joseph R., from 1534 Constitution Ave., to 1704 Con- 
stitution Ave., Chester, Pa. 

Walker, Alfred J., from Santa Monica, Calif., to 1354 Creek- 
side Drive, Walnut Creek, Calif. 

Weir, Donald B., from Seattle, Wash., to McPherson Commu- 
nity Health Center, Howell, Mich. 

Weisman, Harold, from Van Nuys, Calif., to 13185 Van Nuys 
Blvd., Pacoima, Calif. 

Weitzel, John, from Box 176, to Box 435, Harrison, Mich. 

Wescott, Thomas P., from Holden Hospital & Clinic, to Box 
95, Holden, Mo. 

Wheeler, Francis S., from 1000 Montgomery St., to 1209 Wash- 
ington Terrace, Fort Worth 7, Texas 

Wilkinson, W. C., from 101 W. Sixth St., to 519 Pile St., 
Clovis, N. Mex. 

Williams, Charles H., from 624 N. Main St., to 1254 N. Main 
St., Lapeer, Mich. 

Williams, Thomas J., Jr., from 3331 Holland-Sylvania Road, 

_ to 3223 Holland-Sylvania Road, Toledo 6, Ohio 

Winslow, E. J., from Farmington, Mo., to 244 S. 22nd St., 
Battle Creek, Mich. 

a Keith A., from Joplin, Mo., to Southside Clinic, Mesa, 

riz. 

Wisehart, Willard J., from Clovis, Calif., to 1363 E. Almendra 
Fresno 26, Calif. 

Wisely, Daniel Lee, from Crescent City, Fla., to Kirksville 
Osteopathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Wright, Richard C., from Box 88, to Box 128, Standish, Maine 


Yeoham, James A., from St. Petersburg, Fla., to Joplin Gen- 
eral Hospital, 521 W. Fourth St., Joplin, Mo. 


Zohoury, Badi, from Detroit, Mich., to 29057 Tessmer Court, 
Madison Heights, Mich. 

Zwick, William F., from 8051 Euclid Ave., to 1021 N. Euclid 
Ave., Anaheim, Calif. 
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ARTHRALGEN or 


mm PAINFUL JOINTS 


Neurit 
Bursitis 
Sprains 
Lumbago 
ry Myositis 
Arthralgia 
Pain, inflammation, swelling and congestion are quickly 
relieved by local application of Arthralgen. 


AIR TIHUR AILGIEN 


(Arthralgesic Unguent) 
Contains: 
Methacholine Chloride—for vasodilatation of both 
arterioles and capillaries 
Methyl! Salicylate—for analgesia 
Thymol and Menthol—for penetrating warmth 


1 oz. tubes and 8 oz. jars. Samples on request. 


919 North Michigan Avenue, 
Chicago 11, Illinois 


WHITTIER LABORATORIES 


ARM 
SLING 


Now Available in Colors! 


The popular DePuy Arm Sling is now 
available in navy blue or dark brown, 
in addition to standard white. New col- 
ors do not show soil, harmonize with 
clothing. Designed to take the weight 
off patient's neck, the DePuy Arm Sling 
gives strong, dependable, comfortable 
support. Very simple to apply. Wash- 
able. In large, medium or child size. No. 
545, $2.00 each, $21.60 per dozen. 


Handy aluminum strips padded with DePuy Plastic-Foam, which 
can be easily cut to size and formed for finger splints or protectors. 
Gives you properly sized, correctly formed splints when you need 
them. Very light weight, yet affords ample protection. Plastic- 
Foam padding is resilient, assures comfort. Non-toxic, will not 
irritate normal skin. No. 671. %” x 18”, $9.00 per dozen. 1” x 
18”, $10.00 per dozen. 


STANDARD 
etiam DePuy Manufacturing Co., Inc 
SINCE 1895 WARSAW, INDIANA 
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MODERNIZE YOUR OFFICE 


*NEW: FELSOL TABLETS now available 


See Your Physicians’ Desk Reference for Details 


Have > FELSOL provides safe and 
you effective relief in asthma, hay 
ever > fever, and related bronchial 
used P affections. 

® 


+ FELSOL also relieves pain 
7 and fever in arthritis, headaches, 
rheumatic fever, colds, and flu. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a 
single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97, 1950) 


Each Each 
Ingredients Powder Tablet 
Antipyrine ...... 870 mg.. .435 mg. 
Iodopyrine ...... 30 mg... 15 mg. 
Citrated Caffeine. .100 mg... 50 mg. 


Norte: Each powder equals two 
tablets. 


Try this unique and superior product by writing 
for free professional samples and literature. 


American Felsol Co.—P.O. Box 395—Lorain, Ohio 


*At local pharmacies in boxes of 15 and 90 
powders, or bottles of 30 and 180 tablets. 
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Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 


glad to assist you in every way. Dept. 116 
14 fully-stocked 
a.s. aloe company | divisions... 
coast to coast 


1831 OLIVE STREET © ST. LOUIS 3, MO. 


Applications 
for membership 


CALIFORNIA 


Stretch, Olive M., (Renewal) 217 S. Hidalgo, Alhambra 

Hansen, Stanley F., (Renewal) 740 S. Flower St., Los An- 
geles 17 

Plasencia, Hugo, (Renewal) 5462 Dorner Drive, Los Angeles 22 


Kroshinsky, Milton, (Renewal) 2114 Redondo Beach Blvd., Re- 
dondo Beach 


COLORADO 
Irish, Roscoe W., (Renewal) Box 714, Limon 


MAINE 
Coster, Aristotle T., (Renewal) Box 241, Gardiner 
Sowden, Frederick B., (Renewal) 62 Lincoln Ave., Gardiner 


MICHIGAN 
Abend, Morton, Art Centre Hospital, 5435 Woodward Ave., 
Detroit 2 
Toler, Robert J., (Renewal) Art Centre Hospital, 5435 Wood- 
ward Ave., Detroit 2 


Kramer, Eugene P., (Renewal) Grand Rapids Osteopathic Hos- 
pital, 1919 Boston St., S.E., Grand Rapids 6 


Douglass, Everett N., (Renewal) Vanderbilt 


MISSOURI 
Deeming, Paul J., (Renewal) 203 E. 11th St., Carthage 
Saunders, Robert G., (Renewal) Fair Play 
Parker, Harriet E., (Renewal) 308 S. Florissant Blvd., Fergu- 
son 21 
Bernhardt, Charles F., (Renewal) Twelfth & Walnut Bldg., 25 
E. 12th St., Kansas City 6 
Huff, Jennings D., (Renewal) 511 N. Taylor Ave., St. Louis 8 
Bailey, Virgil S., (Renewal) 404 W. Main St., West Plains 


NORTH CAROLINA 
Huff, Joseph H., 614 Fountain Place, Box 1177, Burlington 


NORTH DAKOTA 
Kemble, Morgan M., (Renewal) 107 Fourth Ave., S.E., Minot 
Homewood, Harry L., (Renewal) Box 516, Valley City 


PENNSYLVANIA 
Powell, Harold S., Lancaster Osteopathic Hospital, Lancaster 
Maxian, Joseph A., 56 Highland Parkway, Levittown 
Meals, Robert Lee, (Renewal) 4944 Walnut St., Philadelphia 39 


WASHINGTON 


Smith, C. Kendall, (Renewal) 314 Bellingham Natl. Bank 
Bldg., Bellingham 


WISCONSIN 


Smigelski, Raymond J., (Renewal) 6065 S. North Cape Road, 
Hales Corners 
Anderson, John S., (Renewal) 117 S. Main St., River Falls 


Journac A.O.A. 
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Abbott Laboratories, 30 

Aloe, A. S., Co., 112 

American Bakers Assn., 48 
American Felsol Co., 112 

American Ferment Co., Inc., 80 
American Meat Institute, 62 
American Osteopathic Assn., 108, 110 
American Sterilizer Co., 24 

Ames Co., Inc., 77 

Armour Laboratories, 4, 18-19 
Ayerst Laboratories, 26-27, 61, 63, 72, 88 


Birtcher Corporation, 91 

Bristol Laboratories, Inc., 36-37, 98-99, 
Insert Between 16-17, Insert Between 
98-99 

Bristol-Myers Co., Cover II 

Burroughs Wellcome & Co., Inc., 43, 56, 
107 


Camp, S. H., & Co., 78 

Carnation Co., 42 

Chicago Pharmacal Co., 92 

Ciba Pharmaceuticals, Cover IV, 79 
Cole Chemical Co., 83 

Colwell Publishing Co., 106 

Cutter Laboratories, 49 


Dartell Laboratories, 41 
Davol Rubber Co., 51 

De Puy Mfg. Co., Inc., 111 
Desitin Chemical Co., 96 
Dome Chemicals, Inc., 100 


Eaton Laboratories, 38, 70-71 

Endo Laboratories, 101 

Geigy Pharmaceuticals, Insert Between 
66-67 

General Electric Co., (X-Ray Dept.), 45 


Holland-Rantos Co., Inc., 35 
Hyland Laboratories, 64 


Irwin, Neisler & Co., 14, 46 


Kinney & Co., Inc., 87 
Kremers-Urban Co., 102 


Lea & Febiger, 56 

Leeming, Thomas & Co., Inc., 59, 60 
Lilly, Eli, & Co., 58 

Lippincott, J. B., Co., 109 
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Maltbie Lab. Div., 
Inc.), 9 

Massengill, S. E., & Co., Insert Between 
32-33, Insert Between 82-83 

McNeil Laboratories, Inc., 33, 39, 67 

Mead Johnson & Co., 68 

Mutual Benefit Life Insurance Co., 21 


(Wallace & Tiernan, 


New York Pharmaceutical Co., 113 


Organon, Inc., 103 


Parke, Davis & Co., 25, 84-85 

Pet Milk Co., 114 

Pfizer, Chas., & Co., Inc., 52 
Pharmaseal Laboratories, 54 
Picker X-Ray Corp., 1 
Pitman-Moore Co., 32 
Professional Printing Co., Inc., 104 


Quaker Oats Co., 34 


Riker Laboratories, Inc., Cover III 
Robins, A. H., Co., 74 

Roche Laboratories, Insert Between 40-41 
Roerig, J. B., & Co., 22, 81 

Rorer, William H., Inc., 105 

Roussel Corporation, 82 


Sanborn Co., 6 

Sandoz Pharmaceutical Co., 76 
Saunders, W. B., Co., Cover 1, 106 
SchenLabs Pharmaceuticals, Inc., 65, 86 
Schering Corporation, 3, 11, 75 

Searle, G. D., & Co., 53 
Sherman Laboratories, 69 
Shield Laboratories, 55 
Smith-Dorsey, 57 

Smith, Kline & French Labs., 
Squibb, E. R., & Sons, 31 
Standard Laboratories, Inc., 
Stuart Co., 10, 23, 94-95 


40, 66, 89 
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Tampax, Incorporated, 15 
Truform Anatomical Supports, 20 


Wallace Laboratories, 17, 47 
Warner-Chilcott Laboratories Div., 
Warren-Teed Products Co., 90 
White Laboratories, Inc., 16, 28-29, 44 
Whittier Laboratories, 111 

Winthrop Laboratories, 50, 73 

Wyeth Laboratories, 8, 93, 97 
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IRRITABILITY 


MENTAL 
DEPRESSION 


ABDOMINAL 
PAIN AND 
“GRAMPS 


to... 
a 


ENSION 
_ 
» 


*These conditions respond to HVC |}, 
(Hayden's Viburnum Compound), |} 
prescribed by physicians for over jj 
ninety years as a sedative and |] 

smooth muscle relaxant. Sympto- (J 
matic relief is both prompt and 


prolonged. 


HVC 


HAYDEN'S VIBURNUM COMPOUND 


USE COUPON TO REQUEST LITERATURE 
AND PROFESSIONAL SAMPLES. 


NEW YORK PHARMACEUTICAL CO. 
Bedford, Mass., U.S.A. 


Please send my sample to: 


Nome 
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JUVENILE JURY 
MILLION 


Satisfactory growth and development by 50 million babies is 
their way of expressing approval of the evaporated milk 


way of bottle feeding. 


Evaporated milk is the formula base that recognizes the 
need for the physician to make the formula fit the baby. 
Flexible, adjustable, it permits variation in carbohydrate type 


or amount and in dilution of milk to exact strength desired. 


Add to this the higher level of protein recommended when 


cows’ milk is fed to infants —vitamin D increased to the 


approved level—sterility—and economy— 


it is readily apparent why evaporated milk is the formula 


base recommended by the majority of physicians today. 


PET EVAPORATED MILK 


PET MILK COMPANY * ARCADE BUILDING «ST.LOUIS I, MISSOURI 


114 Journat A.O.A. 
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Alseroxylon less toxic than reserpine 


‘«.,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 

significantly less toxicity.” 

Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 
at bedtime 


Rauwiloid® 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe TOS ANGELES 


Rauwiloid® + Veriloid® 
alseroxyion 1 mg. ond alkovervir 3 mg. 
for moderate to severe hypertension. “4 


Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
olseroxylon 1 mg. ond hexamethonium chioride dihydrate 250 mg. 


in severe, otherwise intractable hypertension. 
Initial dose 14 tablet q.i.d. 
_ Both combinations in convenient single-tablet form. 
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Documentary Case History... 


Hypertension controlled 


for four years with 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur- 
rent dizzy spells and headaches. “I’d get several attacks 
a day... . Usually I’d go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 140/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Exrxirs, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Hypertension controlled through L 


SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


C B A SUMMIT, N. J. 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 


Sesica Arch. Int. Med. 96:530 (Oct.) 1955. 
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